Evaluation of a workplace alcohol and other drug policy by Davey, Tamzyn Maria
EVALUATION OF A WORKPLACE 
ALCOHOL AND OTHER DRUG POLICY  
Tamzyn Maria Davey 
BSocSc (Psych), BPsych (Hons), MPH 
 
 
 
Submitted in fulfilment of the requirements for the degree of Doctor of Philosophy 
 
Centre for Accident Research and Road Safety 
Queensland Faculty of Health  
Queensland University of Technology  
October 2011 
 
 Evaluation of a Workplace Alcohol and Other Drug Policy iii 
 
Keywords 
Program evaluation; Safety; Substance Abuse; Workplace 
 Evaluation of a Workplace Alcohol and Other Drug Policy v 
 
Abstract 
BACKGROUND 
 
The current impetus for developing alcohol and/or other drugs (AODs) workplace 
policies in Australia is to reduce workplace AOD impairment, improve safety, and 
prevent AOD-related injury in the workplace. For these policies to be effective, they 
need to be informed by scientific evidence. Evidence to inform the development and 
implementation of effective workplace AOD policies is currently lacking. There does 
not currently appear to be conclusive evidence for the effectiveness of workplace 
AOD policies in reducing impairment and preventing AOD-related injury. There is 
also no apparent evidence regarding which factors facilitate or impede the success of 
an AOD policy, or whether, for example, unsuccessful policy outcomes were due to 
poor policy or merely poor implementation of the policy.  
It was the aim of this research to undertake a process, impact, and outcome 
evaluation of a workplace AOD policy, and to contribute to the body of knowledge 
on the development and implementation of effective workplace AOD policies. 
METHODS 
 
The research setting was a state-based power-generating industry in Australia 
between May 2008 and May 2010. Participants for the process evaluation study were 
individuals who were integral to either the development or the implementation of the 
workplace AOD policy, or both of these processes (key informants), and comprised 
the majority of individuals who were involved in the process of developing and/or 
implementing the workplace AOD policy. The sample represented the two main 
groups of interest—management and union delegates/employee representatives—
from all three of the participating organisations. For the impact and outcome 
evaluation studies, the population included all employees from the three participating 
organisations, and participants were all employees who consented to participate in 
the study and who completed both the pre-and post-policy implementation 
questionnaires.  
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Qualitative methods in the form of interviews with key stakeholders were used to 
evaluate the process of developing and implementing the workplace AOD policy. In 
order to evaluate the impact of the policy with regard to the risk factors for 
workplace AOD impairment, and the outcome of the policy in terms of reducing 
workplace AOD impairment, quantitative methods in the form of a non-randomised 
single group pre- and post-test design were used. Changes from Time 1 (pre) to Time 
2 (post) in the risk factors for workplace AOD impairment, and changes in the 
behaviour of interest—(self-reported) workplace AOD impairment—were measured. 
An integration of the findings from the process, impact, and outcome evaluation 
studies was undertaken using a combination of qualitative and quantitative methods. 
RESULTS  
 
For the process evaluation study 
 
Study respondents indicated that their policy was developed in the context of 
comparable industries across Australia developing workplace AOD policies, and that 
this was mainly out of concern for the deleterious health and safety impacts of 
workplace AOD impairment. Results from the process evaluation study also 
indicated that in developing and implementing the workplace AOD policy, there 
were mainly ‗winners‘, in terms of health and safety in the workplace. While there 
were some components of the development and implementation of the policy that 
were better done than others, and the process was expensive and took a long time, 
there were, overall, few unanticipated consequences to implementing the policy and 
it was reported to be thorough and of a high standard. Findings also indicated that 
overall the policy was developed and implemented according to best-practice in that: 
consultation during the policy development phase (with all the main stakeholders) 
was extensive; the policy was comprehensive; there was universal application of the 
policy to all employees; changes in the workplace (with regard to the policy) were 
gradual; and, the policy was publicised appropriately. Furthermore, study 
participants‘ responses indicated that the role of an independent external expert, who 
was trusted by all stakeholders, was integral to the success of the policy.  
For the impact and outcome evaluation studies 
 
Notwithstanding the limitations of pre- and post-test study designs with regard to 
attributing cause to the intervention, the findings from the impact evaluation study 
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indicated that following policy implementation, statistically significant positive 
changes with regard to workplace AOD impairment were recorded for the following 
variables (risk factors for workplace AOD impairment): Knowledge; Attitudes; 
Perceived Behavioural Control; Perceptions of the Certainty of being punished for 
coming to work impaired by AODs; Perceptions of the Swiftness of punishment for 
coming to work impaired by AODs; and Direct and Indirect Experience with 
Punishment Avoidance for workplace AOD impairment. There were, however, no 
statistically significant positive changes following policy implementation for 
Behavioural Intentions, Subjective Norms, and Perceptions of the Severity of 
punishment for workplace AOD impairment.  
With regard to the outcome evaluation, there was a statistically significant reduction 
in self-reported workplace AOD impairment following the implementation of the 
policy. As with the impact evaluation, these findings need to be interpreted in light of 
the limitations of the study design in being able to attribute cause to the intervention 
alone. The findings from the outcome evaluation study also showed that while a 
positive change in self-reported workplace AOD impairment following 
implementation of the policy did not appear to be related to gender, age group, or 
employment type, it did appear to be related to levels of employee general alcohol 
use, cannabis use, site type, and employment role. 
Integration of the process, impact, and outcome evaluation studies 
 
There appeared to be qualitative support for the relationship between the process of 
developing and implementing the policy, and the impact of the policy in changing 
the risk factors for workplace AOD impairment. That is, overall the workplace AOD 
policy was developed and implemented well and, following its implementation, there 
were positive changes in the majority of measured risk factors for workplace AOD 
impairment. Quantitative findings lend further support for a relationship between the 
process and impact of the policy, in that there was a statistically significant 
association between employee perceived fidelity of the policy (related to the process 
of the policy) and positive changes in some risk factors for workplace AOD 
impairment (representing the impact of the policy).  
Findings also indicated support for the relationship between the impact of the policy 
in changing the risk factors for workplace AOD impairment and the outcome of the 
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policy in reducing workplace AOD impairment: positive changes in the risk factors 
for workplace AOD impairment (impact) were related to positive changes in self 
reported workplace AOD impairment (representing the main goal and outcome of the 
policy).  
CONCLUSIONS  
 
The findings from the research indicate support for the conclusion that the policy was 
appropriately implemented and that it achieved its objectives and main goal. The 
Doctoral research findings also addressed a number of gaps in the literature on 
workplace AOD impairment, namely: the likely effectiveness of AOD policies for 
reducing AOD impairment in the workplace, which factors in the development and 
implementation of a workplace AOD policy are likely to facilitate or impede the 
effectiveness of the policy to reduce workplace AOD impairment, and which 
employee groups are less likely to respond well to policies of this type.  
The findings from this research not only represent an example of translational, 
applied research—through the evaluation of the study industry‘s policy—but also 
add to the body of knowledge on workplace AOD policies and provide policy-
makers with evidence which may be useful in the development and implementation 
of effective workplace AOD policies. Importantly, the findings espouse the 
importance of scientific evidence in the development, implementation, and 
evaluation of workplace AOD policies. 
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Chapter 1: Contextualising the Research 
Project: an Introduction 
1.1 PUBLIC HEALTH POLICY 
1.1.1 THE DISCIPLINE OF PUBLIC HEALTH 
The Doctoral research project is a comprehensive public health evaluation of a 
workplace AOD policy in one state-wide industry in Australia. The discipline of 
public health is concerned with the health and wellbeing of the population, and/or of 
groups within the population, and the many conditions that influence health and 
wellbeing: social, political, economic, as well as medical care (Turnock, 2006). A 
fundamental value of the discipline of public health is that the improvement in health 
of others, in any given population, benefits everyone, and that preventing disease and 
injury, prolonging life, and promoting health through policy, for example, are the 
means to protecting the interests of everyone (Turnock, 2006). The core functions of 
public health are to identify health problems in a population, to develop appropriate 
policies to remedy these identified problems, and to ensure that the necessary 
remedies are appropriately implemented (Institute of Medicine National Academy of 
Sciences, 1988; Turnock, 2006). The main focus of the Doctoral research project 
relates to the core public health function, which is concerned with ensuring that the 
necessary remedies—in this case a workplace AOD policy—are appropriately 
implemented. 
1.1.2 DEFINING POLICY 
In the broadest sense, policy may be defined as a ‗set of principles‘, a ‗course of 
action‘, or even ‗inaction‘, in the case of maintenance of the status quo (Baggott, 
2011; Crinson, 2009; Foster, Mitchell & McClure, 2004). Actions in the context of 
policy refer to the particular course which is taken to ensure that specific outcomes 
are achieved (Foster et al., 2004). Actions may be statements or documents which 
define the policy-maker‘s particular intentions (Foster et al., 2004). In some contexts, 
policy refers to the efforts by a particular group/s to promote ideas of interest or 
importance, in an attempt to improve their lives (Foster et al., 2004). More 
comprehensively, policy may be viewed as a perpetual interaction of principles, 
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outcomes, and the processes of making decisions based on these particular values, 
implementing these decisions via programs or legislations, for example, and 
evaluating the outcomes of these decisions (Foster et al., 2004).  
Policy is, in theory, dynamic because it is subject to change in response to, for 
example, implementation problems (Crinson, 2009). Policy can be formal or 
informal: informal, when it refers to particular actions which are undertaken over 
time by ‗non decision-making‘ players within an organisation (actions not formally 
sanctioned by the traditional decision-makers in that organisation); and formal, when 
it refers to decisions made at the ‗top-level‘ of an organisation, to pursue a particular 
course of action/inaction (Crinson, 2009). 
1.1.3 THE POLICY CYCLE 
It has been proffered that the various components of policy-making occur as a cycle 
of activity, rather than in a linear fashion (Colebatch, 2002). Parsons (1995) purports 
the cyclical process of policy-making to proceed as follows: a problem is identified; 
policy-makers then analyse existing approaches to this problem elsewhere; potential 
instruments, be it legislation, or particular programs, are then identified; 
consultations are conducted; key priorities are established; decisions are made and 
implemented; and finally, the policy is evaluated as part of its ongoing development 
(Parsons, 1995). The Doctoral research project focuses on the evaluation component 
of the policy cycle, and in so doing also generates the type of evidence which can 
inform the development and implementation of effective workplace AOD policies, 
specifically.  
It must be noted that the policy-making process may not always comprise all the 
components outlined according to Parsons‘ cycle (Foster et al., 2004). For example, 
consultation may not be conducted at all (or not extensively) (Foster et al., 2004), 
and/or the policy may never be formally evaluated, as is frequently the case 
(Douglas, Sidell, Lloyd & Earle, 2007; Green & South, 2006; Hawe, Degeling & 
Hall, 1990a).  
1.1.4 CONTEXTUALISING POLICY DEVELOPMENT 
Policy is developed within the context of existing macro and micro social processes 
(Crinson, 2009). At the macro level, this includes social and institutional structures 
such as state and federal government, the law, the economy, and the market, as well 
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as formal institutes of social welfare, for example, occupational health and safety 
regulatory bodies (Crinson, 2009). The micro level refers to the intended impact and 
outcome of the policy at the organisational level, on the policy recipients (Crinson, 
2009). 
1.1.5 DECISION-MAKING STRUCTURES IN POLICY DEVELOPMENT 
Historically, policy making has been conceptualised as a ‗rational‘ process, whereby 
policies are efficiently designed to achieve the goals of the policy-making 
organisation (Crinson, 2009). Indeed, as part of this conceptualisation, 
organisations—as social structures—exist in order to achieve particular outcomes. 
The rational process of policy development is one where a clear set of goals is 
formulated and a systematic process to achieve these goals is followed (Crinson, 
2009). Rational policy development is distinct from being a creative, dynamic 
process, which may be motivated by emotion, tradition, and/or custom (Crinson, 
2009). Over time, this ‗rational‘ view of policy development or decision-making has 
evolved in an attempt to more accurately represent the process as it is believed to 
occur in reality. 
The rational decision-making model 
Like the rational process of policy making (described above), this later model by 
Simon (1957) also emphasises the essential ‗rationality‘ of organisational structures 
and processes (Crinson, 2009). This rationality includes the traditional ‗top-level‘ 
decision-makers choosing from a number of policy alternatives, based primarily on 
which option maximises the likelihood of goal attainment (Crinson, 2009). Rational 
decision-making is not only about defining the goal or ‗ends‘, but also involves 
identifying the ‗means‘ of achieving those ends (Crinson, 2009). While largely 
similar to the rational process of policy making, this model does, however, 
acknowledge some uncertainty and potential for the need for dynamism, which may 
arise in the process of policy implementation (Crinson, 2009). In this sense, the 
process of policy decision-making is more likely to represent ‗bounded rationality‘ in 
modern policy-making systems (Crinson, 2009). 
The incrementalist model 
Braybrooke and Lindblom (1963) challenged the rational decision-making model, 
arguing that policy decisions were in practice made incrementally (Crinson, 2009). 
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Also known as ‗muddling through‘, the incrementalist model purports that the 
process to policy goal attainment is unlikely to be as efficient and ‗smooth‘ as: 
decision-makers defining policy goals; identifying the means to attaining these goals; 
and then achieving these goals (Crinson, 2009). Instead, policy goal attainment is 
more likely to be the result of small, careful changes made at any one time, and 
taking into account different ‗interest groups‘ (stakeholders) through a process of 
negotiation and bargaining (Crinson, 2009). According to this model, policy goals 
are most likely to be achieved through a process of ‗mutual adjustment‘ whereby the 
decision-makers endeavour to account for and adapt to the needs of other relevant 
parties, while concurrently working to manipulate these parties into agreement, in 
order to achieve the decision-maker‘s desired outcome (Crinson, 2009). 
The garbage can model 
The garbage can model of policy decision-making (March & Olsen, 1976) saw itself 
as a more realistic representation of the actual constraints to policy-making as a 
rational process (Crinson, 2009). This model acknowledges the fact that in many 
instances organisations have ambiguous values, are uncertain about the outcomes of 
particular policy decisions, and do not have specific ‗rules‘ around decision-making. 
For example, it is not unlikely that particular policies may be developed to serve the 
political interests of particular policy players, in some way (Crinson, 2009). In 
contrast to the rational models of policy decision-making, this model therefore 
emphasises the apparent chaotic and ‗irrational‘ nature of decision-making behaviour 
in organisations (Crinson, 2009). 
1.1.6 SETTING THE POLICY AGENDA – POLICY ‘PLAYERS’ 
Multiple interests 
Policy usually involves an interaction between different interests, which go beyond 
the traditional decision-makers—political parties and politicians, and senior 
management in organisations—to include ‗pressure‘ or ‗interest groups‘, which may 
be defined as being ‗social movements‘ that articulate emerging cultural norms 
(Baggott, 1995, 2011; Grant, 2000). These pressure groups seek to represent the 
interests of the individuals who will ultimately be the recipients of the particular 
policy (Baggott, 1995, 2011; Grant, 2000). These groups usually have a degree of 
independence from the policy-making organisations (Baggott, 2011), and can play an 
important and decisive role in influencing the policy agenda so that it aligns with that 
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group‘s particular ideology (Crinson, 2009). In high-income, democratic societies, 
these interest groups are seen as having a legitimate role in the policy-making 
process, by representing the multiplicity of perspectives and interests which exist as 
part of a pluralist system (Crinson, 2009). 
Experts and policy 
In the development of policy, decision-makers may call on the advice of experts, in 
part, to give legitimacy to the process (Barker & Peters, 1993). Policy-makers may 
use the expert‘s knowledge to justify action or inaction, as the case may be, 
regarding a particular issue, to gain support for the development of a particular 
policy, or to reassure the relevant community that there is no need for a new policy 
initiative (Baggott, 2011; Barker & Peters, 1993). Alternatively, decision-makers 
may suppress expert findings and knowledge in order to pursue their particular 
agenda (Baggott, 2011). In such situations, pressure groups may then engage in a 
wider debate in order to engender their desired policy initiatives (Baggott, 2011). 
Policy transfer 
Policy transfer refers to the ‗borrowing‘ of ideas or the drawing of lessons from other 
governments/organisations/bodies, which policy-makers may make use of in the 
development of policy (Baggott, 2011). Furthermore, supranational bodies, such as 
the World Health Organisation (WHO) or multinational organisations, may promote 
or implement particular policies globally or at regional levels (Baggott, 2011). In this 
way, these organisations become ‗players‘, even if only indirectly. Conversely, 
policy initiatives in one country/region/organisation may be discarded as a result of 
negative experiences elsewhere (Baggott, 2011). These facilitating and impeding 
mechanisms to policy development and implementation are important considerations 
for public health, given the reach of bodies such as the WHO and other powerful 
multinational organisations (Baggott, 2011).  
1.1.7 POLICY IMPLEMENTATION  
Models of policy implementation are predominately demarcated according to 
whether they emphasise a ‗top-down‘ or a ‗bottom-up‘ approach (Crinson, 2009). 
The top-down approach refers to the process whereby key decision-makers in 
government, or in industry, for example, develop policy, which is then implemented 
by those in the lower tiers of that particular organisation (Dunshire, 1978; Pressman 
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& Wildavsky, 1973). This model of policy implementation is considered to be ‗ideal‘ 
from the decision-maker‘s perspective (Crinson, 2009). The model seeks to provide 
guidelines for those at the top of the policy-making process. For example, it 
recommends that policy decisions contain unambiguous directives and 
implementation steps, and that those responsible for implementation should have 
‗substantial management and political skills‘ and be committed to the goals of the 
particular policy (Crinson, 2009). These models assume that the process of policy 
implementation is a one-step, linear process (Crinson, 2009). In practice, policies are 
complex phenomena involving numerous practical and symbolic or ‗political‘ 
elements, and often necessarily require—to ensure their success—a series of 
compromises and extensive negotiations between parties with conflicting interests 
(Hill, 2004). The process of compromise and negotiation may continue throughout 
the policy‘s existence (Hill, 2004). 
The bottom-up model of policy implementation accounts for the compromise and 
negotiations which are required for successful implementation of a policy. Such 
negotiations, which often involve numerous stakeholders, mean that policy 
implementation is likely to be shaped as much from the ‗bottom-up‘ as it is by the 
intentions of the decision-makers, from the ‗top-down‘ (Hill & Hupe, 2002; Lipsky, 
1979). This approach thus claims greater realism with regard to the complexities 
inherent in the process of policy implementation (Crinson, 2009). The approach 
focuses less upon the bureaucratic hierarchy and more upon those who are lower 
down the hierarchy and who are most likely to be involved in the ‗day-to-day‘ 
implementation of the policy. This is because it is usually at this lower level where 
problems regarding implementation are addressed, and where decisions need to be 
made (Crinson, 2009). The model also emphasises the reality of the uncertainties 
associated with policy implementation, and the likelihood that a degree of freedom 
by those at the implementation level, and trust from those at the higher decision-
making level, is required in order to effectively implement a policy (Crinson, 2009). 
In contrast to the top-down approach, which emphasises hierarchy, control of the 
process, and meticulous planning, the bottom-up approach acknowledges the need 
for spontaneity, adaptation, and problem solving to ensure effective policy 
implementation (Crinson, 2009). 
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1.1.8 THE IMPORTANCE OF EVIDENCE-BASED POLICIES IN PUBLIC HEALTH 
The scientific evidence-based approach to the practice of clinical medicine is well 
established (Killoran & Kelly, 2010). The evidence-based approach is also 
increasingly becoming essential and expected to ensure the effectiveness and 
efficiency of public health interventions and policies (Green & South, 2006; Hawe et 
al., 1990a; Killoran & Kelly, 2010; McClure, Stevenson & McEvoy, 2004; McClure, 
Turner & Yorkston, 2005). The cycle of public health policy development, 
implementation, evaluation, and ongoing policy development can be informed by 
evidence from empirical or theoretical sources, and/or generate evidence (Law, 
2010). The use of scientific evidence to develop and implement public health policies 
is advantageous in that lessons can be learnt from the success and failure of other 
policies (Law, 2010). Generating scientific evidence through evaluation is essential 
to assess whether a policy achieves its intended outcome (Law, 2010). Evidence 
generated through evaluation may also assist in promoting the efficiency of a policy 
by, for example, identifying particular groups who are especially in need, or for 
whom the policy is unlikely to be effective (Law, 2010), and making the necessary 
adjustments to the policy to improve its effectiveness (Green & South, 2006). 
Moreover, empirical evidence from evaluations can help contribute to the 
development of theory in the relevant content area (Hawe, Degeling & Hall, 1990c). 
For example, for the development and implementation of effective AOD workplace 
policies in Australia. 
1.1.9 EVALUATION 
Evaluation involves making judgement about the value of a policy, (Hawe et al., 
1990c) and evaluation which uses scientific methods to generate evidence regarding 
the value of a particular policy, is recognised as being essential to quality public 
health practice (Green & South, 2006; Hawe et al., 1990c; McClure et al., 2004; 
McClure et al., 2005). Evaluation has a key role in informing the ongoing needs for 
further intervention (Green & South, 2006; Hawe et al., 1990c), and protecting the 
population from policy practices that are harmful and/or that are inappropriate. For 
example, the misuse of limited resources on interventions that are ineffective (Green 
& South, 2006). Interventions that are inappropriate or ineffective may alienate the 
very groups they intend to aid, making those groups resistant to ongoing attempts to 
engender change (Green & South, 2006). Despite the many advantages of evaluation, 
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there are costs in generating an evidence-base for policies, in terms of money and 
time and the risk of developing and implementing a policy which may subsequently 
be shown to be ineffective or even harmful (Law, 2010). Irrespective of whether 
interventions are effective, however, it is important that they are communicated so 
that other policy-makers may benefit from the experience (Hawe et al., 1990c). 
Green and South (2006) proffer four main purposes for evaluation: accountability, 
learning, program (or policy) management and development, and ethical obligations. 
Accountability refers to the importance for policy-makers to demonstrate, through 
evaluation, that their practice is fair, consistent, and accountable, most especially 
where there is potential for legal challenges, for example, in the instance of AOD-
related injury in the workplace (Douglas et al., 2007). There may also be financial 
and political forces that demand that policies are accounted for, through evaluation 
(Douglas et al., 2007). Evaluation can also assess whether ethical obligations have 
been met, and that the benefits of a policy intervention are equitably disseminated 
and that they aid those individuals most in need (Green & South, 2006). Learning, 
and policy management and development, refer to the need for evaluation in order 
that practice may be improved (Douglas et al., 2007). 
Finally, scientific evaluation does not merely make observations and gather 
evidence; it also uses a criterion of good practice to compare with what was observed 
in the implementation of the particular policy, and ideally also pre-specifies the 
extent of desired change (Hawe et al., 1990c; Hawe & Potvin, 2009). In other words, 
evaluation involves observing and measuring how a policy operates and what effects 
it is having on the recipients, and then compares this to an a priori standard (Hawe et 
al., 1990c), which is established by the researcher or policy-maker.  
The comprehensive public health evaluation model: process, impact, and 
outcome 
The most comprehensive evaluations include assessment of the process, impact, and 
outcome of a policy (Hawe, Degeling & Hall, 1990d; McClure et al., 2004; McClure 
et al., 2005). Process evaluation assesses whether a policy was developed and 
implemented according to what was intended (how well the policy was 
implemented), and provides the kind of evidence that enables the improvement and, 
where necessary, the redevelopment of the policy to better fit the original intention 
(Hawe et al., 1990d; Hawe & Potvin, 2009). Impact and outcome evaluations involve 
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the assessment of the effects of the policy on two different levels: impact evaluation 
is concerned with assessment of the more direct effects of the policy and is 
commonly consistent with the measurement of that policy‘s objective; outcome 
evaluation is concerned with the longer-term effects of the policy and is usually 
consistent with the policy‘s primary goal (Hawe, Degeling & Hall, 1990b).  
Impact and outcome evaluations investigate the theoretical ‗causal‘ process that has 
been proposed by the policy (Hawe et al., 1990b). For example, the outcome 
evaluation may test whether a policy has been effective in reducing workplace AOD 
impairment behaviour, and the impact evaluation may test whether the policy was 
effective in changing employees‘ knowledge and behavioural intentions with regard 
to workplace AOD impairment, which according to theory and empirical evidence, 
may predict, at least in part, behavioural change. In other words, a policy is 
developed and implemented according to a theory of what will be effective in 
achieving that policy‘s objectives and goals, and the impact and outcome evaluations 
test the consequent success of the policy in attaining these objectives and goals, 
respectively. As to claims of causality, the more extensive the detail from the 
process, impact, and outcome evaluations, as they apply to the relevant aspects of the 
policy, the greater the claim for a consistency between these components being 
interpretable as causation in terms of the effectiveness of the policy overall (McClure 
et al., 2005). 
The process, impact, and outcome evaluations are expected to be undertaken in 
sequence in order to avoid establishing conclusions regarding the overall evaluation, 
which may be premature (Hawe et al., 1990d). In other words, there is little benefit in 
establishing the effects of a policy (impact and outcome) until there is certainty that 
the policy has been implemented according to what was originally intended (process) 
(Hawe et al., 1990d). Conversely, it would be unhelpful to falsely conclude that 
because the expected changes were not observed following implementation of the 
policy, that the policy was ineffective. A likely explanation may be that policy was 
not implemented according to the original intentions, for example, it did not reach 
the individuals it was intended to reach (Hawe et al., 1990d). However, should the 
evidence from the impact and outcome evaluations appear to support the assertion 
that policy was effective in its objectives and goals, then the evidence derived from 
the process evaluation serves to demonstrate what works in the development and 
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implementation of the policy(Hawe, Degeling & Hall, 2009). Other policy-makers 
may then use this information to establish their own successful policies (Hawe et al., 
2009).  
1.2 THE CURRENT DOCTORAL RESEARCH PROJECT 
This research focuses on evaluating the process, impact, and outcome of the 
development and implementation of a workplace AOD policy in one state-wide 
industry in Australia. Prior to the implementation of this workplace AOD policy, 
funding—in the form of a scholarship—and cooperation were secured from the 
industry to independently evaluate the workplace AOD policy. For this purpose, the 
research used the comprehensive public health process–impact–outcome model of 
evaluation. The research also applied a number of behavioural change theories, 
Duffy and Ask‘s (2001) best-practice guidelines for the development and 
implementation of AOD policies in Australian workplaces, and policy theory, to 
inform the development of the various instruments which were used as part of the 
evaluation. 
Taking a public health approach to the evaluation of policies, this research fulfils two 
major purposes. The two main purposes are consistent with the aims of the research 
as outlined in Chapter 3, Section 3.2 and, importantly, with the central tenet of the 
research—the importance of scientific evidence in the development, implementation, 
and evaluation of workplace AOD policies. First, the research addresses the needs of 
the study industry through the evaluation of their policy, using the comprehensive 
public health model of evaluation. Second, the findings generated through this 
research address significant gaps identified in the literature regarding workplace 
AOD policies. In summary, these gaps include: whether workplace AOD policies can 
be effective in reducing workplace AOD impairment; what factors in the 
development and implementation of workplace AOD policies are likely to facilitate 
or impede the effectiveness of the policy to reduce workplace AOD impairment 
and/or injury; what risk factors AOD policies should target in order to increase the 
likelihood of being effective in reducing workplace AOD impairment; and which 
employee groups are likely to respond less well (by reducing their impairment 
behaviour) to workplace AOD policies.  
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The needs of the study industry are addressed through a number of research 
questions that relate specifically to:  
1. The process of developing and implementing the workplace AOD policy 
2. The impact of the policy with regard to a number of risk factors (for 
workplace AOD impairment) 
3. The outcome of the policy in terms of reducing workplace AOD 
impairment 
4. The relationship between the development and implementation of the 
policy (process), changes in the risk factors (impact), and changes in 
workplace AOD impairment (outcome). 
The thesis is structured so that each of these four components is presented in its own 
chapter that includes the study‘s methods and results. The gaps identified in the 
literature regarding workplace AOD policies, are also addressed within these four 
chapters.  
Therefore, through formal evaluation, this research not only helps to ensure the 
adequacy and appropriateness of the study industry‘s policy, but also generates 
evidence to address existing gaps in the knowledge regarding the development and 
implementation of effective workplace AOD policies. 
1.2.1 RESEARCH METHODS 
Qualitative methods in the form of interviews with key stakeholders were used to 
evaluate the process of developing and implementing the workplace AOD policy. In 
order to evaluate the impact of the policy (with regard to the risk factors for 
workplace AOD impairment) and the outcome of the policy (in terms of reducing 
workplace AOD impairment), quantitative methods in the form of a pre- and post-
test design were used. Changes from Time 1 (pre) to Time 2 (post) in the risk factors 
for workplace AOD impairment, and changes in the behaviour of interest – 
workplace AOD impairment – were measured in both an aggregate sample 
(representing the study population) and in an individually linked sample 
(representing the study sample). In order to address the relationship between the 
development and implementation of the policy (process), changes in the risk factors 
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(impact), and changes in workplace AOD impairment (outcome), a combination of 
qualitative and quantitative methods were used.  
1.3 SIGNIFICANCE OF THE CURRENT DOCTORAL RESEARCH  
The importance of this research is not only its practical and applied contribution to 
the study industry, in terms of whether their workplace AOD policy was effective in 
achieving its objectives and goals, but also its wider contribution to the body of 
knowledge on developing and implementing effective workplace AOD policies. 
1.3.1 SIGNIFICANCE OF THE RESEARCH TO THE STUDY  INDUSTRY 
The first purpose of the process, impact, and outcome evaluations of the workplace 
AOD policy was to provide feedback to the industry that developed and implemented 
the policy. In order to inform future plans, the industry needed to know whether the 
policy appeared to be having the desired effect, how the implementation methods and 
procedures could be improved, and indeed, whether the activity was worth 
continuing.  
1.3.2 SIGNIFICANCE OF THE RESEARCH TO THE AOD POLICY EVIDENCE-BASE 
The second purpose of evaluating the study industry‘s policy was to generate quality 
scientific evidence on the development and implementation of AOD policies in 
Australian workplaces. This research will contribute to evidence regarding the 
effectiveness of workplace AOD policies in reducing workplace AOD impairment, 
and which factors in the development and implementation of workplace AOD 
policies are likely to facilitate or impede the effectiveness of a policy to reduce 
workplace AOD impairment and/or injury. This knowledge may be useful for policy-
makers who need to know the key ingredients to developing and implementing 
effective workplace AOD policies. The findings from this research will also help to 
identify the possible risk factors for workplace AOD impairment, and which 
employee groups are less likely to respond positively to workplace AOD policies. 
This is crucial in terms of what (risk) factors and which employee groups workplace 
AOD policies may need to target as part of the policy implementation, to facilitate an 
effective outcome of reduced workplace AOD impairment. 
In helping to address the current gaps in the literature, this Doctoral research project 
will make a significant contribution to the body of knowledge on the development 
and implementation of effective workplace AOD policies. The findings from this 
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research have the potential to improve the way policies are developed and 
implemented, and will help to facilitate more effective policy outcomes. 
Achievement of a policy outcome of reduced workplace AOD impairment is likely to 
translate into fewer workplace AOD-related injuries and/or deaths. 
1.4 KEY RESEARCH TERMS 
A number of terms are used frequently throughout this manuscript, and these terms 
are defined below. 
 AODs: refers in the context of the current research to alcohol and illicit 
drugs, specifically cannabis, amphetamines, heroin, and cocaine. 
 Workplace AOD impairment: refers to the consumption of AODs before, 
or any time during, a work shift and includes a ‗hangover‘ at work. 
 Policy: denotes the plan of action by the three organisations (jointly) to 
guide the decisions and achieve the desired outcomes, including the 
identification of alternative programs or spending priorities, in this case 
with regard to reducing workplace AOD impairment. The terms ‗policy‘ 
and ‗intervention‘ are used interchangeably throughout the thesis in 
reference to the study industry workplace AOD policy document and 
programmatic components of the policy, which primarily included an 
AOD testing program, and an AOD educational program.  
 Programme: refers in this research to the components of the policy which 
have been identified as part of the decision making process of the policy, 
as the means to achieving the desired outcomes of the policy. The main 
programs discussed include the AOD educational, and the AOD 
testing/screening programs, implemented as part of the policy to reduce 
workplace AOD impairment. 
 Industry: refers to the larger functioning body which undertakes a 
particular type of function and supplies a particular service/product, and to 
which the three participating study organisations belong, in the context of 
the current research. 
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1.5 THESIS OUTLINE 
Chapter 2 of the thesis presents a literature review. The literature review presents the 
background/context to the research problem. In the literature review, the most recent 
governmental and research reports, where relevant, have been cited. Chapter 3 details 
the study industry‘s workplace AOD policy, the aims of the research project, and the 
research questions posed to address these aims. This chapter also contains the 
conceptual and theoretical framework for the research project. An outline of the 
research methodology and methods for the program of research is presented in 
Chapter 4. Chapter 5 presents the specific methods, analytical approaches, and 
results of the process evaluation study. Similarly, Chapter 6 and Chapter 7 present 
the specific methods, analytical approaches, and results of the studies to evaluate the 
impact and outcome of the policy, respectively. Chapter 8 details the specific 
methods, analytical approaches, and results of the integration of findings from the 
process, impact, and outcome evaluation studies. This chapter assesses the observed 
relationship between the development and implementation of the policy (process), 
changes in the risk factors (impact), and changes in workplace AOD impairment 
(outcome). The thesis concludes with a discussion of the research findings and their 
implications with regard to the study industry and the wider body of knowledge on 
workplace AOD policies (Chapter 9). 
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Chapter 2: Background to the Research 
Problem: a Literature Review 
2.1 THE CONTEXT FOR WORKPLACE AOD POLICIES 
2.1.1 ALCOHOL AND OTHER DRUG USE 
While AOD use does not always result in harm, the harms that are associated with 
AOD use in Australia represent a substantial public health problem (Australian 
Institute of Health and Welfare, 2010). In Australia in 2003 (the most recent burden 
of disease study in Australia), 3.8% of the burden of disease in males and 2% of the 
burden of disease in females, was attributed to alcohol use (Begg et al., 2007). Illicit 
drug use was estimated to account for 2% of the burden of disease in Australia in the 
same year (Begg et al., 2007). Harms from AOD use may have a number of causes. 
Harm may result from: the route of administration of the substance, the acute effects 
on coordination and judgement following substance administration, the chronic toxic 
effects on the health of the individual from prolonged exposure to a substance, and 
the ‗psycho-social‘ consequences of developing a dependence for a substance, for 
example, loss of employment or discordant family relationships (Stockwell, 
Gruenewald, Toumbourou & Loxley, 2005).  
 Alcohol is used widely throughout Australian society with an estimated 
82.9% of Australians in 2007 having consumed alcohol in the past year (Australian 
Institute of Health and Welfare, 2010). Ten percent of Australians who consumed 
alcohol in 2007 (the most recent study of this type) did so at levels considered to be 
harmful to their health in the long term, with 20% consuming the substance at levels 
considered to be harmful in the short term (Australian Institute of Health and 
Welfare, 2010). Alcohol consumed regularly at high levels over a long period of time 
increases the risk of chronic disease and premature death, and an episode of ‗heavy 
drinking‘ in the short-term (over the recommend daily amount) places the individual 
and others at increased risk of injury and death (National Health and Medical 
Research Council, 2001). These patterns of alcohol consumption also have 
substantial social and economic implications for individuals, families, workplaces, 
and society as a whole (National Health and Medical Research Council, 2001). In the 
 18 Chapter 2: Background to the Research Problem: a Literature Review 
2004 to 2005 period, financial costs attributed to the consumption of alcohol in 
Australia were estimated to be $10.8 billion, or 1.2% of gross domestic product 
(Collins & Lapsley, 2008). This most recent estimate includes lost productivity, road 
crash-related costs, crime-related costs, and health-care costs (Collins & Lapsley, 
2008). 
 Compared with alcohol, illicit drugs are not as widely used by Australians, 
with around 13.4% of all Australians aged 14 years and over having reported illicit 
drug use in the previous year (2007) (Australian Institute of Health and Welfare, 
2010). Illicit drugs do, however, potentially pose major risks in terms of morbidity 
and mortality, and have been associated with increased exposure to blood-borne 
infections (such as HIV/AIDS and Hepatitis C virus), malnutrition, psychological 
distress (mental illness and suicide), and injury(Australian Institute of Health and 
Welfare, 2010). Unlike alcohol, there are currently no quantitative measures of 
‗harmful‘ illicit drug use. It is more difficult to specify, for the benefit of the drug 
user, thresholds above which illicit drugs can be deemed ‗harmful‘ because of the 
nature of these substances. Because these substances are illegal, there is no control 
over their manufacture and distribution (in other words, there is no list of ingredients 
used, or number of standard units—as in the case of alcohol) and they may reach the 
user in unquantifiable amounts, making the specification of harmful and less harmful 
thresholds, impossible (Australian Institute of Health and Welfare, 2010; Victorian 
Occupational Health and Safety Commission, 1992). 
2.1.2 ALCOHOL AND OTHER DRUG USE AND THE WORKPLACE 
Alcohol and other drug use by employed Australians 
The patterns of alcohol consumption (frequency of consumption and amount 
consumed) among employed Australians is similar to the patterns in the general 
population (Australian Institute of Health and Welfare, 2002; Simpson et al., 2000). 
The 2001 National Drug Strategy Household Survey (NDSHS) featured alcohol use 
in the workplace and reported that 90% of the Australian workforce consumed 
alcohol, and that half of these individuals did so at levels which exposed them to risk 
of harm, at least occasionally (Australian Institute of Health and Welfare, 2002). Of 
the workers who consumed alcohol, 10% did so at levels associated with short-term 
risk of harm, and 11% drank at levels associated with long-term risk of harm 
(Australian Institute of Health and Welfare, 2002). ‗Risk of harm‘ is as per the 
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(2001) National Health and Medical Research Council (NHMRC) Australian 
guidelines for risk of short- and long-term harm from alcohol consumption(NHMRC, 
2001). Long-term risk refers to the health risks an individual is exposed to as a result 
of regular (daily) drinking above the established limits for males and females. Short-
term risk refers to the potential for injury or death that is associated with levels of 
drinking on a single day, and assumes that the individual is within the limits 
established for long-term risk of harm, and that drinking at this short-term risk level 
occurs infrequently (not more than three times per week). Within each category 
(short- and long-term harm) the guidelines delineate between ‗low risk‘, ‗risky‘, and 
‗high risk‘ consumption (National Health and Medical Research Council, 2001; 
NHMRC, 2001). For example, within the short-term category of harm, drinking 
seven to 10 drinks would be considered risky for men (NHMRC, 2001). In 
comparison, within the long-term category of harm, drinking more than five to six 
standard drinks a day would be considered risky for men (NHMRC, 2001). 
 Consumption of alcohol at ‗risky‘ levels was most prevalent among younger 
members of the workforce (14 to 29 years) (Australian Institute of Health and 
Welfare, 2002). Workers outside of capital cities were also more likely to consume 
alcohol at levels that exposed them to both short- and long-term risk of harm 
(Australian Institute of Health and Welfare, 2002). Larger proportions of males 
consumed alcohol at risky or high-risk levels compared to females (Australian 
Institute of Health and Welfare, 2002). Occupational groups defined as ‗unskilled‘ 
and ‗trades‘ (together) recorded the largest proportion of workers who consumed 
alcohol at levels associated with risk of harm (Australian Institute of Health and 
Welfare, 2002). Workers in the hospitality, agriculture, and mining industries 
accounted for the largest proportion of alcohol consumption at levels associated with 
risk of harm (Australian Institute of Health and Welfare, 2002).  
 Simpson et al. (2000) conducted a study of employees from a range of 
organisations, including the (Australian) national postal organisation, a state 
government electricity organisation, and a number of (open cut) coal mines (Simpson 
et al., 2000). The study reported a slightly higher (12% long-term ‗risky‘ and ‗high 
risk‘) prevalence of self-reported alcohol consumption, than the 2001 National Drug 
Strategy Household Survey (outlined above) reported in their feature on alcohol use 
in the Australian workforce. The slightly higher proportion, while not substantially in 
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excess of the national norm of approximately 11% for long-term harm from alcohol, 
may have been due to the occupational groups and industries represented in the study 
(tradespersons and unskilled labour in the postal, electricity, and mining industries).  
 Data on illicit drug use by employed Australians is limited, but data from the 
U.S. indicate that illicit drug use by employed individuals is slightly lower than that 
in the general population (French, Zarkin, Hartwell & Bray, 1995). Given the illicit 
nature of such substances and the lack of tolerance for illicit drug use in the 
workplace, especially in the U.S. (see AOD testing section below for an explanation 
of U.S. versus Australian and European ‗approaches‘ to illicit drug use), it is possible 
that self-reported use of illicit drugs by these individuals was underestimated for fear 
of detection by employees. 
Adverse AOD-related outcomes in the workplace 
Consideration of AODs in the workplace is important because of the potential effects 
of AOD impairment on workplace health and safety. Alcohol and/or other drug 
administration before or during a work shift (or a ‗hangover‘ at work) may impair the 
employee‘s coordination and judgement, potentially causing injury in the workplace. 
However, existing data on the adverse AOD-related outcomes in the workplace need 
to be interpreted with caution because of a number of methodological considerations.  
First, data regarding the use and harmful use of AODs by employed individuals (as 
outlined above) does not necessarily extrapolate to the use of AODs (and 
impairment) in the workplace (Frone, 2004, 2006a, 2006b; Pidd, Boeckmann & 
Morris, 2006b). For example, Frone (2006a) looked at the prevalence, frequency, and 
distribution of alcohol use and impairment in a large, national, representative, 
probability sample of employed adults in the U.S. This study used a reporting period 
of 12 months to account for individuals who infrequently used or were impaired by 
alcohol at work, and clearly defined workplace alcohol use and impairment (as 
distinct from general/overall alcohol use by individuals) (Frone, 2006a). Fifteen 
percent of study participants (self) reported alcohol consumption or impairment in 
the workplace at some time during the preceding 12-month period (Frone, 2006a). 
There are discrepancies between the reported proportions of harmful levels of 
alcohol consumption in employed individuals in the U.S. in general, and reports of 
alcohol consumption and impairment in the workplace, specifically (French et al., 
1995; Frone, 2006a). These discrepancies highlight the problem of extrapolating 
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general alcohol use to use/impairment in the workplace, and the dire need for 
accurate data on alcohol use (specifically) in the workplace to inform AOD 
workplace policy and practice. 
 As with alcohol, knowing the prevalence of illicit drug use (in general) in the 
employed population is not sufficient to address the issue of impairment from illicit 
drugs in the workplace (specifically). Frone‘s (2006b) study reported illicit drug use 
and impairment in the workplace (specifically) in approximately 3.1% of employed 
participants in a large, national, representative study in the U.S. These findings are 
discrepant with those concerning the general prevalence of illicit drug use in 
employed individuals in the U.S., which has been estimated to be 14.1% (Frone, 
2006b). The difference between the estimates highlights the need to have workplace 
specific data rather than relying on population estimates of employed individuals 
when considering the issue of illicit drug use in the workplace (French et al., 1995; 
Frone, 2006b). 
 Second, the majority of studies that have attempted to quantify the role of 
AODs in the causation of workplace injuries have not adequately measured the true 
extent to which people involved in the injury event have been impaired by AODs 
(Alleyne, Stuart & Copes, 1991; Allsop & Pidd, 2001; Ames, Grube & Moore, 1997; 
Blaze-Temple, Jones, Keenan & Yates, 1993a; Frone, 2004; Lennox, Steele, Zarkin 
& Bray, 1998; Pidd, Berry et al., 2006; Ryder, Walker & Salmon, 2006; Stone, 1991; 
Webb et al., 1994). For example, there are a number of studies looking at deaths 
occurring in the workplace, and the presence of AODs detected during autopsy 
(Alleyne et al., 1991; Lipscomb, Dement & Rodriguez-Acosta, 2000; Pidd, Berry et 
al., 2006). The difficulty with interpreting these results is that the presence of AODs 
in the deceased‘s body does not necessarily denote the level of AOD impairment at 
the time of death, except perhaps in the instance that alcohol is detected (Alleyne et 
al., 1991; Frone, 2004). Conversely, the role of AODs in workplace fatalities may be 
underestimated in the event that the fatally injured individual/s had not used AODs, 
but the individuals associated with the incident were impaired by AODs at the time 
of the incident (Alleyne et al., 1991). Furthermore, estimations of workplace 
fatalities in which AODs were implicated may not be able to be generalised across 
industry types (Frone, 2004). Notwithstanding the limitations, coroners‘ data sets in 
Australia do indicate that alcohol-related workplace injuries are relatively low, 
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accounting for between 2–4% of all workplace deaths (Pidd, Berry et al., 2006). 
While the proportion of workplace deaths from AODs (according to this study) are 
relatively low, the impact of these deaths in terms of lost years of life, reputation of 
the industry/organisation, as well as the civil/criminal consequences for the 
organisation, may be substantial. 
Conclusions regarding the role of AODs in non-fatal workplace injuries are fraught 
with similar problems to that evident in research on fatal alcohol-related workplace 
injuries (Frone, 2004; Pidd, Berry et al., 2006). While emergency department and 
hospital separations data sets indicate that alcohol-related non-fatal workplace 
injuries account for between 4–15% of all workplace injuries treated in emergency 
departments (Pidd, Berry et al., 2006), this may not account for those injuries 
associated with AOD impairment that are not reported (Frone, 2004). 
2.2 WORKPLACE AOD POLICIES 
Notwithstanding the problems in interpreting data on workplace AOD-related harms, 
concern for the prevention of harm in the Australian workplace from AODs has led 
to the widespread development and implementation of workplace AOD policies in 
large organisations, and where ‗safety-sensitive‘ work is undertaken (Allsop & Pidd, 
2001).  
2.2.1 LEGISLATION AND WORKPLACE AOD POLICIES 
Each state in Australia has its own mining legislation which specifically mandates 
the development of AOD policies that support a regime of AOD testing, education, 
voluntary self-testing (for AOD impairment), and support for problem AOD users 
(Queensland Government, 1999, 2001). Other industries in Australia also have 
specific acts which make explicit reference to AOD policy development and 
implementation in the workplace. Many other industries (without specific AOD 
policy legislative acts), however, are generally ‗governed‘ only by Occupational 
Health and Safety (OHS) legislation with regard to preventing harm (in general) in 
the workplace (Nolan, 2001). State OHS legislation in Australia specifies that 
organisations have a duty of care to their staff and are obligated to ensure that the 
workplace is safe for those who are in the vicinity of the workplace or who are 
undertaking tasks away from the workplace site during shift times, for example, 
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driving for work purposes (Blaze-Temple, Jones, Keenan & Yates, 1993b; 
Queensland Government, 1995, 1997).  
 With regard to AOD workplace policies, however, many employers are 
uncertain about the exact scope of their responsibilities under this (OHS) legislation 
(Calogero, Midford & Towers, 2001). Often in the workplace, the employer‘s legal 
obligations to establish preventative measures to avoid culpabilities in the face of a 
workplace AOD-related injury or death, for example, are required to be balanced 
with the concern for employee rights to privacy and dignity (Blaze-Temple et al., 
1993b; Nolan, 2001). Workplace legal obligations can also clash with industrial 
relations concerns such as employee hours of work and conditions of employment, 
and these (and other factors) may affect the development and implementation of 
AOD policies (Blaze-Temple et al., 1993a; Nolan, 2001). The OHS legislation, 
which is not (currently) prescriptive with regard to AOD policies, may account for 
the somewhat haphazard way in which AOD policies have been developed and 
implemented in Australian workplaces (Allsop & Pidd, 2001). 
2.2.2 GUIDELINES FOR DEVELOPING AND IMPLEMENTING AOD POLICIES IN 
AUSTRALIAN WORKPLACES 
In response to the difficulties inherent in interpreting OHS obligations with regard to 
workplace AOD impairment, Duffy and Ask (2001) published their ‗ingredients‘ for 
the development and implementation of workplace AOD policies in Australia. 
Despite not being empirically tested as a whole (to the author‘s knowledge), these 
guidelines may be considered ‗best practice‘ in the Australian context, because each 
individual component or ‗ingredient‘, is based on theory and/or published literature 
(which is elaborated on in Chapter 5, Section 5.1.2). Furthermore, these 10 
‗ingredients‘ for the development and implementation of workplace AOD policies in 
Australia address a range of concerns, including AOD testing and procedures for 
responding to AOD-related incidents in the workplace. They are also the only 
published guidelines specifically related to the development and implementation of 
AOD policies in Australasia (Duffy & Ask, 2001). While these guidelines do not 
provide specific advice regarding, for example, which AOD testing methods to 
implement in the workplace, or which risk factors for workplace AOD impairment to 
target, they include steps which would necessarily facilitate discussion and careful 
decision-making with respect to such considerations. These steps include: 
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consultation with all relevant groups (stakeholders), including workforce and union 
representatives, and agreement from all parties regarding the rationale for the AOD 
policy and for AOD testing (Duffy & Ask, 2001). Should the philosophical 
approaches of the organisation and the workforce regarding the methods for AOD 
testing be in conflict, for instance, the consultation phase of the policy should 
provide (according to the guidelines) the platform for resolving such an issue. In this 
respect, the guidelines recognise that multiple interests need to be considered in the 
development and implementation of policy, and this is consistent with theories on 
policy development and implementation, as discussed in Chapter 1, Section 1.1.6. 
These workplace AOD-specific policy guidelines also appear to have adopted a 
‗bottom-up‘ approach to policy implementation, which, according to Crinson (2009), 
accounts for the compromise and negotiations (with relevant stakeholders) that are 
required for the successful implementation of a policy (as discussed in Chapter 1, 
Section 1.1.6). 
The guidelines also recommend establishing explicit instructions and procedures for 
responding to AOD-related incidents in the workplace (Duffy & Ask, 2001). This 
may include, for example, providing information on treatment interventions through 
the organisation‘s Employee Assistance Program (EAP) (Duffy & Ask, 2001). The 
guidelines also specify the need for education and training in order to engender 
employee compliance with the program (Duffy & Ask, 2001). The guidelines are 
discussed in more detail in Chapter 5, Section 5.1. 
 There are generally three major programmatic components of AOD 
workplace polices: AOD testing, employee assistance programs, and educational 
programs (Calogero et al., 2001). These are outlined below. 
2.2.3 WORKPLACE AOD POLICY COMPONENTS 
AOD testing 
An international context 
Alcohol and other drug testing began in the 1980s in the U.S. military (Caplan & 
Huestis, 2007). Regulated testing outside of the military commenced in 1983 with 
development of the Department of Transport Drug Regulations, following several 
train accidents involving AODs (Caplan & Huestis, 2007). By 1986, the U.S. federal 
government, led by President Reagan, issued a final report for the Commission on 
Organised Crime outlining the ‗zero tolerance‘ approach to the use of illicit drugs by 
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federal employees (Caplan & Huestis, 2007). The report also recommended that all 
federal agencies formulate policy statements on drug use, and implement guidelines 
including for suitable AOD testing programs (Caplan & Huestis, 2007). The extent 
of the recommendations included that government contracts not be given to 
organisations that failed to implement AOD testing programs (Caplan & Huestis, 
2007).  
 A conference was convened by the National Institute on Drug Abuse in 1986 
to discuss the ethical, legal, medical, and technical issues related to drug testing 
(Caplan & Huestis, 2007). The following key points emerged from these discussions: 
individuals must be informed of AOD testing, positive results (indicating AOD use) 
on the initial test must be confirmed using an alternate method, test results must 
remain confidential, and that random AOD testing as part of a clearly defined 
program is both legally defensible and appropriate in particular circumstances 
(Caplan & Huestis, 2007). What followed was the development of sets of technical 
and scientific guidelines and legislation to regulate widespread employee AOD 
testing in the U.S. (Caplan & Huestis, 2007).  
 Alcohol and other drug testing spread to other parts of the world in part 
because of the contribution of U.S. multinational corporations that implemented 
AOD programs internationally (Pierce, 2007). While workplace AOD testing is 
gradually increasing around the world, up until 2007 it had not been undertaken 
anywhere to the same degree that it was in the U.S. (Pierce, 2007). European 
governments had not (up until 2007) showed as much interest in workplace AOD 
testing as the U.S. government, and the guidelines which have been developed in 
Europe are, as yet, not legally enforceable (Pierce, 2007). Furthermore, there has 
been opposition from trade unions and other rights advocates in Europe, who view 
testing as a violation of individual privacy (Pierce, 2007).  
Australia 
In Australia, the philosophical approach underlying the implementation of AOD 
testing programs is similar to Europe, in that testing is conducted as part of a wider 
OHS policy to minimise harm, as opposed to ‗zero tolerance‘ regarding illicit drug 
use (Pierce, 2007). The mining industry in Australia led the way in introducing AOD 
testing (Pierce, 2007). Compulsory testing is undertaken by mining organisations and 
it is the mine manager‘s duty, in effect, to ensure that no individual is on site while 
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impaired by AODs (Pierce, 2007). As in Europe, Australian unions have traditionally 
expressed concern regarding employees‘ rights to privacy and the accuracy of the 
testing methods used to establish impairment, especially with regard to cannabis and 
urine testing (Pierce, 2007).  
Testing methods in Australia 
Testing urine for the presence of illicit drugs has been a dominant method in 
Australian workforces (Corry, 2001). However, relatively recent technological 
advancements in the accuracy and sensitivity of oral fluid methods (testing saliva for 
the presence of illicit drugs) has presented a viable alternative in the Australian 
workplace (Kintz, Villain & Cirimele, 2007). Unlike AOD concentrations in oral 
fluid and blood (which correlate) (Kintz et al., 2007), urine maintains the metabolites 
(those ‗ingredients‘ which are excreted as waste once the AOD has been metabolised 
in the human body) of particular AODs, such as cannabis and alcohol, for much 
longer than it takes for the impairing component of the drug to be processed in the 
body (Davey, Leal & Freeman, 2007b). In other words, the presence of cannabis in a 
urine sample does not indicate that the person being tested is impaired by that drug at 
the time of testing. What a urine sample is able to indicate, is that the person has used 
cannabis in the last day/week/month (Corry, 2001). It is the potential of oral fluids to 
provide an indication of the degree of recent exposure (impairment) to a particular 
drug at the time that the sample is taken (Kintz et al., 2007) that makes this method 
suitable to workplace AOD testing in the Australian context, where impairment from 
AODs is of the greatest concern.  
 It is for this reason that oral fluid testing methods were introduced by police 
across Australia to randomly test drivers for the presence of illicit drugs on the 
roadside (Davey, Leal & Freeman, 2007a). Until recent advancements in the 
technology of oral fluid testing, roadside drug testing (using urine samples) was not 
only impractical, it was not possible to use the results of such tests as evidence of 
impairment in drivers (Davey, Leal et al., 2007a). Random roadside drug testing is 
concerned with deterring drug driving and with convicting offenders who may be 
putting others at risk by driving while impaired (Davey, Leal et al., 2007a). It is not 
concerned with whether a person has used an illicit drug, if that person is no longer 
impaired by that drug at the time of testing (Davey, Leal et al., 2007a). 
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 Similarly, AOD testing in workplaces in Australia is concerned with 
employee impairment, and a recent ruling by the Australian Industrial Relations 
Commission (AIRC) supported this assertion (Workplace Express, 2008). At a 
dispute resolution session between Shell and a major union relevant to the industry, 
the AIRC determined that the organisation—at its refinery and terminal in New 
South Wales—should use oral fluid rather than urine testing methods (Workplace 
Express, 2008). The Commission made this determination on the basis that AOD 
testing was only ‗fair‘ and respectful of employees‘ rights if it was concerned with 
recent use (impairment) and that urine testing methods were ‗unfair‘ because they 
detect illicit drug use over a much wider period of time (compared with oral fluid 
testing methods) (Workplace Express, 2008). 
Duffy and Ask (2001) also emphasise that the option of drug testing needs to be 
carefully considered in the development of workplace AOD policies, because of its 
complexity and the fact that it may not be appropriate in all contexts. Nicholas and 
colleagues (1996), in a report for the Chamber of Mines and Energy of Western 
Australia, proffered that it ought to be the extent to which drug testing can improve 
the safety and productivity of a particular workplace that should determine its 
appropriateness for the context in which it is being considered. It is unlikely, using 
this criteria, that drug testing would be suitable in the majority of Australian 
workplaces (Nicholas et al., 1996). Where it is considered appropriate, it should not 
constitute the sole form of workplace AOD-impairment prevention (Nicholas et al., 
1996). Rather, testing should form part of a comprehensive policy with numerous 
components aimed at reducing harm in the workplace (for example, an educational or 
training program) (Nicholas et al., 1996).  
The culture of workplace AOD use and impairment is the result of an interaction 
between individual, organisational, and wider social factors (Duffy & Ask, 2001). 
Given the complex and diverse nature of organisations, and the fact that uptake of 
health promotion and preventative interventions in the workplace will be influenced 
by the specific combination of factors in a particular context, it is recommended that 
AOD policy be ‗organisation-specific‘ (Duffy & Ask, 2001). A general prescription, 
therefore—as to whether or not to undertake testing, which employees should be 
tested, what method of testing to adopt, and/or how to address AOD tests—is 
unlikely to be effective. The development of an AOD policy needs to take into 
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account the culture which is particular to that workplace, and to adopt an approach 
that is most likely to approximate the specific requirements of the organisation, as 
opposed to adopting a generically prescribed policy (Duffy & Ask, 2001). The 
emphasis on the importance of consultation in the development of an AOD policy 
supports this supposition in that it refers to the need to include all stakeholders 
relevant to that particular organisation in development planning, for example Unions, 
in order to increase the likelihood of the policy being effective (Duffy & Ask, 2001).  
Employee Assistance Programs (EAPs) 
Employee Assistance Programs are workplace services that are commonly available 
on most large (greater than 100 employees) worksites to address AOD use and other 
problems, which may adversely affect the wellbeing or job performance of 
employees (Levy Merrick, Volpe-Vartanian, Horgan & McCann, 2007 ). These 
programs typically offer personalised health behaviour management on AOD use and 
other problems for employees, as well as provide guidance at the organisational level 
in the form of health promotion policies or consultation with supervisors of 
employees with AOD use (or other) problems (Levy Merrick et al., 2007 ). The 
benefits of EAPs, in terms of perceived usefulness to employees and cost 
effectiveness to employers, are widely accepted and evidenced by the near-ubiquity 
of such services in large organisations (Levy Merrick et al., 2007 ).  
The evidence regarding the actual effects of EAPs on reducing costs and improving 
clinical and work outcomes specific to AOD-use problems is inconclusive, and has 
historically been fraught with challenges (Levy Merrick et al., 2007 ). This is 
because it has been perceived as difficult to translate EAP employee case files into 
data that can demonstrate the outcomes from EAP services, for the following 
reasons: a lack of appropriate and/or affordable standardised measures; a lack of 
industry resources (time and money); lack, or perceived lack of EAP staff skills; 
negative perceptions about EAP evaluation (in terms of what it might ‗say‘ about the 
service providers); and concerns about the confidentiality of sensitive client 
(employee) information (Jacobson, Jones & Bowers, 2011). Jacobson and colleagues 
(2011) did, however, demonstrate in a recent study, that pre- and post-test findings 
from EAP client case files can be assessed using outcome measures like the Global 
Assessment of Functioning and the Level of Functioning Scales. They also assert that 
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these measurement tools present an option for assessing the effectiveness of the EAP 
service without requiring specialised research experience or additional resources.  
Notwithstanding the paucity of evidence on the effectiveness of EAPs, as described 
above, many AOD policies are developed using the EAP service as a means of 
support (and counselling) for problematic AOD use (including in the instance of 
workplace AOD impairment) (Duffy & Ask, 2001). Problematic AOD use may be 
identified through, for example, AOD testing or by referral from an employee‘s 
supervisor.  
Alcohol and other drug educational programs  
Education has been widely used and forms an integral part of health promotion and 
disease prevention approaches (Cottrell, Girvan & Mckenzie, 2009; Hernandez, 
2011; Nutbeam, 2000; Sharma & Romas, 2008). In particular, the development of 
theories of behavioural change in the 1980s, which recognised that individual 
behavioural decisions were made within a social context, informed and strengthened 
the role of education as a disease prevention ‗tool‘ (Nutbeam, 2000). These theories 
targeted the social skills necessary to make recommended health behaviour choices 
and helped to identify and explain the relationships between individuals‘ perceived 
social norms, beliefs, and knowledge (Nutbeam, 2000).  
Theories such as Ajzen and Fishbein‘s (1980) theory of planned behaviour and 
Bandura‘s (1986) social learning theory were used to inform the development of 
educational programs promoting behavioural change (Nutbeam, 2000). These and 
other theories based on similar constructs, such as the transtheoretical model and the 
health belief model (Janz & Becker, 1984; Prochaska et al., 1994), have been 
effectively applied to a wide variety of health problems requiring behavioural change 
in particular communities. For example, the health belief model was used to inform 
an educational program which was effective in significantly increasing contraception 
efficiency in sexually active teenagers in Texas and California (Eisen, Zellman & 
McAlister, 1992). Similarly, various theories of behavioural change have informed 
educational programs that have led to: a reduction in cases of sudden infant death 
syndrome in New Zealand (Davidson-Rada, Caldis & Tonkin, 1995); improvement 
in glycaemic control and health status of diabetic patients across various study 
populations (Peyrot, 1999); positive intentions to reduce risky behaviour to prevent 
HIV/AIDS and other sexually transmitted diseases in prison inmates in South Africa 
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(Sifunda et al., 2008); and increased precautionary behaviour and a significant 
reduction in Lyme disease and tick-borne illnesses in ferry passengers in Southeast 
Massachusetts (Daltroy et al., 2007). 
Alcohol and other drugs have also been targeted in a variety of contexts, using 
educational programs (Bowser, Jenkins-Barnes, Dillard-Smith & Lockett, 2010 ; 
Ghelani, 2011 ; Midford et al., 2012 ; Midford et al., 2012). For example, AOD 
educational programs have been reported to be successful as part of a suite of 
approaches to reduce the use of AODs, high-risk sexual behaviour, and crime in 
‗drug abusing ex-offenders‘ in California (Bowser et al., 2010 ). Alcohol and other 
drug educational programs have also been widely used, and are reported to have been 
successful with adolescent groups in community (Ghelani, 2011 ) and in school 
settings (Midford et al., 2012 ; Midford et al., 2012).  
Alcohol and other drug educational or training programs also represent another 
common component of workplace AOD policies, both in Australia and 
internationally (Anderson & Larimer, 2002; Calogero et al., 2001; Duffy & Ask, 
2001; Lapham, Chang & Gregory, 2000; Lehman, Reynolds & Bennett, 2003; 
Matano, Futa, Wanat, Mussman & Leung, 2000; Pidd, 2004; Richmond, Kehoe, 
Heather & Wodak, 2000; Walters & Woodall, 2003). Educational programs are 
recommended for implementation as part of workplace AOD policies, partly as a 
means of achieving the objective of the policy, and also as a means for engendering 
employee compliance with the greater policy (Calogero et al., 2001; Duffy & Ask, 
2001; Midford & Allsop, 2005). While they are not considered in and of themselves 
the solution to AOD abuse, it has been suggested that in the context of workplace 
AOD policies they may increase support for the other AOD prevention programs, 
such as EAPs and AOD testing, which form part of the greater policy (Calogero et 
al., 2001; Holder, 1990). This is likely to be true, especially where education 
programs provide employees with an understanding of the potential effects of AODs 
in the workplace (Calogero et al., 2001).  
In terms of what information is important to provide employees as part of an AOD 
educational program, Duffy and Ask (2001) contend that defining employee roles 
and responsibilities, with regard to AOD policy compliance, is important. This refers 
to compliance with regard to AOD use in the workplace, as well as to the particular 
role of, for example, managers/supervisors and safety officers whose task it is to 
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ensure a safe and productive work environment. Furthermore, information regarding 
employees‘ personal AOD use, instructions on how to address impaired employees 
in the workplace, the rationale for AOD testing, and the meaning and consequences 
of a ‗positive‘ test result, need to be provided at the induction of new employees and 
at regular intervals during their employment (Duffy & Ask, 2001). 
2.2.4 EVIDENCE-BASED POLICY DEVELOPMENT AND IMPLEMENTATION 
For policies to be effective, they need to be informed by more than generic 
guidelines and examples of existing policies. Policy development and 
implementation needs to be informed by scientific evidence (Gluckman, 2011). 
Policies that are developed without reference to existing scientific evidence, or which 
are implemented and sustained in the absence of formal evaluation, are, by 
definition, likely to be ineffective and have unknown or potentially adverse 
consequences (Gluckman, 2011). 
Further, in a recent discussion paper regarding the use of evidence in policy 
formation, the Chief science advisor to the New Zealand Prime Minister stated that 
the assembling of relevant scientific evidence, and its interpretation for the purpose 
of policy development, needs to be separated from the development of the policy 
itself in order to guarantee the integrity of the scientific guidance provided 
(Gluckman, 2011). He also warned of the potentially adverse consequences that can 
result from the development and implementation of policies that have not been 
independently evaluated. 
2.3 SUMMARY OF EVIDENCE TO SUPPORT THE DEVELOPMENT 
AND IMPLEMENTATION OF WORKPLACE AOD POLICIES  
The current impetus for developing AOD policies, especially in Australia, is to 
reduce workplace AOD impairment, improve safety, and prevent AOD-related injury 
in the workplace (Corry, 2001; Pierce, 2007). As will be detailed in this section, the 
evidence for the effect of workplace AOD policies in reducing impairment and 
preventing AOD-related injury is, however, insubstantial, mixed, and not without 
methodological limitations. Furthermore, evidence to support the development and 
implementation of effective workplace AOD policies is insufficient. 
 32 Chapter 2: Background to the Research Problem: a Literature Review 
2.3.1 THE EFFECT OF WORKPLACE AOD POLICIES ON EMPLOYEE ATTITUDES, 
KNOWLEDGE, AND GENERAL AOD USE  
There is a body of literature relating to workplace AOD policies and/or 
programs/interventions, however, very little of it pertains specifically to the effect of 
those policies in reducing workplace AOD impairment and preventing workplace 
AOD-related injury. This body of literature variously relates to the effect of 
workplace AOD policies in increasing employee knowledge with regard to 
workplace AOD impairment, the effect of employee attitudes to workplace AOD 
policies, the methods for developing substance abuse prevention programs in the 
workplace, or the effectiveness of these programs in reducing/preventing harmful 
levels of employee general alcohol use (as opposed to workplace-specific AOD use). 
These studies are nonetheless important in understanding the effects of AOD policies 
on these constructs (attitudes, knowledge, and general AOD use). As such, these 
studies are outlined below.  
Employee attitudes and workplace AOD policies 
With regard to the effect of workplace AOD policies on employee attitudes, Bennett 
and Lehman (1996) examined the personal and situational factors determining the 
attitudes of employees from three municipalities in the U.S. to their workplace AOD 
policy. The authors reported a distinction among five categories of attitudes:  
1. Employees who were dissatisfied with current efforts to control employee 
AOD abuse  
2. Employees who were satisfied with current efforts to control employee 
AOD abuse  
3. Employees who were anti-policy (against the development and 
implementation of an AOD policy)  
4. Employees who were pro-policy 
5. Employees who were uninformed (about efforts to control AOD abuse 
and/or policy development). 
Discriminant analysis indicated that different ‗profiles‘ characterise the above 
employee attitude groups. For example, dissatisfied employees were more likely to 
report low levels of alcohol use and high co-worker alcohol use, whereas anti-policy 
employees were more likely to report high levels of illicit drug use and high co-
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worker drug use. This finding was supported by a later study that surveyed almost 
5000 employees from an Australian state railway (Zinkiewicz, Davey, Obst & 
Sheehan, 2000). There is inconclusive evidence, however, that a reduction in harmful 
levels of general alcohol consumption overall will translate to reduced workplace 
AOD impairment (as discussed in Section 2.1.2). Zinkiewicz and colleagues (2000) 
assessed employee perceptions of alcohol as a problem in the workplace, and 
employee support for alcohol workplace interventions. Their findings indicated that 
employees who reported higher levels of drinking were the least likely to perceive 
alcohol to be a problem in the workplace. These employees also recorded the lowest 
levels of knowledge regarding the organisation‘s AOD policy, and the least support 
for alcohol intervention strategies. 
Employee knowledge and workplace AOD policies 
McLatchie and colleagues (1981), evaluated an employee education program at a 
manufacturing plant in Southern Ontario and reported an increase, following AOD 
policy implementation, in employee knowledge, awareness of AODs, and familiarity 
with the organisation‘s AOD policy. Lehman and colleagues (2003) compared the 
effects of both an interactive team-oriented training program and an informational 
(traditional didactic) approach to AOD education in two municipal work forces in 
South Western U.S. They reported that both approaches resulted in statistically 
significant and long-term increases in employee knowledge of AODs, the 
organisation‘s policy, and the resources available to employees experiencing 
problematic AOD use. In order to understand how workplace AOD policies 
(specifically the education/training component of the policy) function to successfully 
engender employee knowledge regarding workplace AOD impairment, Pidd (2004) 
evaluated a workplace AOD ‗training program‘. Specifically, the author sought to 
examine the extent to which workplace social support and identification with 
‗workplace groups‘ affected the successful ‗transfer‘ of training. The findings 
indicated that the effect of workplace social support on the transfer of training is 
moderated by the extent to which employees identified with their workplace groups. 
This finding has implications for the success of workplace AOD policies in 
improving employee knowledge regarding workplace AOD impairment, in the long-
term.  
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Developing AOD policies to reduce employee general AOD use  
Lapham and colleagues (2000) described an enhancement to Project WISE 
(Workplace Initiative in Substance Education), a substance abuse prevention/early 
intervention program in a New Mexico U.S. health system. The enhanced project 
included cost-effective substance abuse awareness training, information about how to 
reduce drinking, and brief motivational counselling. The authors discuss the plans for 
evaluation of the program, but to date no publication reporting these findings has 
been found. Similarly, Matano and colleagues (2000) describe the Employee Stress 
and Alcohol Project (ESAP): an interactive, computer-based, alcohol abuse 
prevention and early intervention program. The ESAP‘s website, which is made 
available to employees over the intranet, enables them to self-assess their stress 
levels, coping styles, and their risk for alcohol abuse-related outcomes. The authors 
also describe the program‘s capacity to provide personalised feedback to employees 
who use it, as well as recommendations, ‗mini-workshops‘, drinking journals, links 
to additional online resources, resources for employees concerned about a 
colleague‘s drinking, and an interactive forum for participants to communicate 
directly with one another. However, there is no evidence for the effectiveness of the 
program in reducing general alcohol use. 
Evidence for AOD policies in reducing employee general AOD use  
Evidence for the effectiveness of workplace substance abuse prevention programs in 
reducing ‗problem‘ use is limited, and many of the studies that do exist were 
published in the 1990s. The more recent studies of this type will be discussed in this 
section. Anderson and Larimer (2002) evaluated the efficacy of a workplace-
implemented ‗alcohol abuse prevention program‘ to reduce ‗problem‘ drinking in a 
medium-sized food and retail organisation. They found that female ‗problem‘ 
drinkers, as determined by their score on the Alcohol Dependence Scale, who 
received the program were more likely to report reduced alcohol-related 
consequences at follow-up, compared with female employees in the no-intervention 
group. While the program was not as effective for males with recorded problem 
drinking, there was an overall significant reduction in alcohol consumption in the 
intervention group, compared with all employees in the no-intervention group. A 
similar finding was reported in a study evaluating the effects of a workplace-based 
lifestyle intervention (Workscreen) to reduce ‗excessive‘ drinking in a nationwide 
 Chapter 2: Background to the Research Problem: a Literature Review 35 
Australian organisation (Australia Post) (Richmond et al., 2000). The authors 
reported that while there was not a significant reduction in ‗excessive‘ alcohol 
consumption among men or women following exposure to the intervention, there 
was a significant reduction in the number of alcoholic drinks reported by women in 
the experimental condition. 
A manufacturing organisation in the U.S. implemented a program to reduce 
employee drinking using mailed, individualised feedback to employees regarding 
their specific drinking pattern (Walters & Woodall, 2003). The study authors 
reported that following the feedback (intervention), employees recorded that they 
perceived greater importance in reducing their levels of alcohol consumption, than 
they did prior to the intervention, but that there was not an increase in their perceived 
ability/confidence to make this change. Other findings included a significant overall 
decrease in alcohol consumption after receiving the individualised feedback, and that 
this was mediated by the employees‘ increased perceptions regarding the ‗riskiness‘ 
of excessive alcohol consumption.  
The extent to which studies reporting the effectiveness of workplace AOD policies in 
reducing employee general AOD use are pertinent to reducing workplace-specific 
AOD impairment, may be limited. Earlier in the chapter (Section 2.1.2), a discussion 
regarding the relationship between population-based (employed individuals) statistics 
on harmful AOD use (in general) and harmful use of AODs in the workplace (being 
impaired by AODs at work), was presented. In summary, a number of authors have 
reported discrepancies between proportions of harmful levels of AOD consumption 
in employed individuals in general, and reports of AOD consumption and 
impairment in the workplace, specifically (French et al., 1995; Frone, 2004, 2006a, 
2006b; Pidd, Boeckmann et al., 2006b). This indicates the limited value of applying 
findings regarding the effect of workplace AOD policies in reducing employee 
general AOD misuse, to the effect of these policies on workplace-specific AOD 
impairment. 
Pidd and colleagues (2006a), in recognising the importance of AOD workplace-
specific statistics, assessed AOD consumption patterns (both general and workplace-
specific) of first year apprentices from various building and construction 
organisations in South Australia (Pidd, Boeckmann et al., 2006a). They sought to 
determine the relationship between these consumption patterns, workplace alcohol 
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availability, and the existence (or lack) of workplace AOD policies. With regard to 
AOD policies, the authors reported that apprentices who were employed in 
workplaces that did not have policies recorded significantly higher levels of (self-
reported) general alcohol use and workplace-specific alcohol use, compared with 
those who reported that their workplace had a policy (as well as those who were 
unaware of their workplace having an AOD policy). This study alludes to a possible 
causal relationship between workplace AOD policy and reduced workplace-specific 
AOD impairment (although it does not claim to present the evidence to assert this).  
While the evidence presented above is important in terms of understanding the effect 
of workplace AOD policies on employee knowledge, attitudes, and general AOD 
use, it is not as relevant to the effect of workplace AOD policies in reducing 
workplace-specific AOD impairment/injury. Section 2.3.2 presents the evidence 
specific to the relationship between workplace AOD policies and workplace AOD 
impairment/injury. 
2.3.2 EVIDENCE SPECIFIC TO THE EFFECT OF WORKPLACE AOD POLICIES IN 
REDUCING WORKPLACE-SPECIFIC AOD IMPAIRMENT/INJURY 
Among those studies that have specifically considered the effect of policies in 
reducing impairment and preventing AOD-related injury, the findings have been 
inconsistent. The inconsistency of findings in the literature in this area has been well 
summarised by two reviews of the relationship between workplace AOD testing and 
workplace injury rates.  
The purpose of the first systematic review was to determine the effect of introducing 
AOD testing programs (other than for pre-employment purposes) on injury rates. The 
review focused on studies containing data that allowed for comparisons between 
(AOD) testing and non-testing (or change data—from non-testing to testing). 
Evidence, from 101 peer-reviewed journals, technical and government reports, and 
unpublished documents, was included, and the review was not specific to any one 
industry type (Kraus, 2001). In keeping with many policy studies, there were no 
randomised controlled trials among the studies; the main studies used pre- and post-
test comparison methods. The author referred to the ‗shortcomings‘ in the design and 
limitations of the studies which made up the review (Kraus, 2001). These included: 
that the study reports were based on aggregate exposures (AOD testing) and 
aggregate outcomes (injury rates), with no data on the relationship between 
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individual exposure to testing and (individual) injury or non-injury; that data was not 
based on randomised controlled methods and there was no means of adequately 
accounting for confounders which could have resulted in the observed effects; few 
studies analysed the data in a rigorous manner; few studies provided actual injury 
rates; some studies indicated selection bias. On the basis of these studies, and the 
methodological limitations cited above, the review was unable to proffer conclusions 
regarding the relationship between AOD testing and workplace injury and could 
neither support nor refute the introduction or continuation of AOD testing in the 
workplace for the purpose of reducing AOD-related injury.  
The second review (formally a meta-analysis) was a relatively recent Cochrane 
review of the effectiveness of AOD testing programs in preventing injury in one 
occupational group; occupational drivers (Cashman, Ruotsalainen, Greiner, Beirne & 
H, 2009). The review considered randomised controlled trials, controlled clinical 
trials, controlled before and after studies, and interrupted time-series studies that 
sought to assess the relationship between AOD testing for occupational drivers 
(employees who drive vehicles as part of their employment role) and reduced injury 
rates. An extensive search of multiple databases, reference lists, and websites, 
yielded only two studies (both of which were subsequently included in the review). 
Both studies were conducted in the U.S. using interrupted time series designs. The 
focus of the first study was an evaluation of a workplace ‗peer-focused‘ substance 
abuse prevention program between 1983 and 1996 (titled PeerCare). The Cochrane 
review authors were granted access to the raw data for this study and, therefore, re-
analysed it to determine the effect of the AOD testing program on injury rates. The 
second study included in the review, was an evaluation of federally-mandated drug 
testing on fatal truck crashes between 1983 and 1987. Findings were presented with 
regard to alcohol and drug testing (separately) and according to the immediate and 
long-term effects of the respective interventions. In the first study, alcohol testing 
was associated with statistically significant immediate decreases in injury rates 
following the intervention (-1.25 injuries/100 person years, 95% CI -2.29 to -0.21). 
There was, however, no significant long-term change in injury levels in relation to 
alcohol testing. Unexpectedly, drug testing in this first study was associated with 
immediate statistically significant increases in injury rates following the 
implementation of the drug testing program (1.26 injuries.100 person years, 95% CI 
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0.36 to 2.16). For the second study, there was no immediate statistically significant 
effect for drug testing. However, in the long-term there was a statistically significant 
decrease in injury rates related to drug testing, for both the first and second studies 
(-0.19 injuries/100 person years/year, 95% CI -0.30 to -0.07; and -0.83 fatal 
accidents/100 million vehicle miles/year, 95% CI -1.08 to -0.58; respectively). The 
authors concluded that on the basis of these findings there was insufficient evidence 
to advise for or against AOD testing of occupational drivers as the single, most 
effective, and long-term solution to preventing AOD-related injury in the workplace 
(Cashman et al., 2009). They also called for more evaluation studies to determine the 
effect of workplace AOD policies, and asserted that interrupted time series designs 
were feasible for conducting such evaluations. 
A large study conducted in the U.S., comparing the injury rates in 261 organisations 
that had AOD policies with approximately 20,500 organisations without AOD 
policies, also showed mixed results for the effectiveness of workplace AOD policies 
(Wickizer, Kopjar, Franklin & Joesch, 2004). The study included eight industries 
(grouped according to the standard U.S. industry categorisation): 1.) agriculture, 
forestry, fishing; 2.) mining; 3.) construction; 4.) manufacturing; 5.) transportation 
and public utilities; 6.) wholesale and retail trade; 7.) finance, insurance, and real 
estate; and 8.) services. The ‗drug-free workplace‘ intervention was associated with a 
statistically significant decrease in injury rates in the following three industries: 
construction, manufacturing, and services. In the construction industry in particular, 
the annual risk of any injury (following the intervention) was reduced by about three 
cases per 100 person-years, with the risk of more serious injuries (in terms of work 
time lost) being reduced by about one injury/100 person-years. The authors 
concluded that the effect of the ‗drug-free workplace‘ intervention effect was 
industry-specific, with a protective policy effect in select industries only. 
Gerber and Yacoubian (2002) approached 405 organisations in the U.S. to determine 
the effect of workplace AOD testing on employee injury rates in the construction 
industry. Sixty nine organisations responded, 49 of which had implemented testing 
programs. The study reported a 51% reduction in injury rates over a two-year period 
following the introduction of an AOD testing program, or a rate of 8.9 injuries per 
200,000 work hours to 4.4 injuries per 200,000 work hours. Notwithstanding the 
limitations of the study, including low response rates (in terms of the organisations 
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originally approached to participate) and the highly probable response bias in the 
results, the finding implies that AOD testing may act as a deterrent to employees in 
terms of workplace AOD impairment, and that this may result in reduced AOD-
related injury.  
The two reviews and the additional studies discussed above demonstrate mixed 
support for the effects of workplace AOD policies on workplace AOD 
impairment/injury. It is not clear from the existing literature whether this mixed 
support is due, in some cases, to an effective intervention approach not being 
implemented properly, or whether the interventions described in the literature are 
ineffective, per se. The majority of evaluation approaches reported above do not 
allow for these questions to be answered. As a consequence of this, there is not the 
kind of information that future policy-makers need to develop and implement 
policies that will result in successful outcomes. Reports of studies—which 
investigate the relationship between the development and implementation of a policy, 
and its effectiveness in terms of achieving its main goal—are pertinent to help 
illuminate for policy-makers the key ingredients to developing and implementing 
effective AOD policies. For example, there is limited evidence of what the risk 
factors for workplace AOD impairment behaviour are. For example, possible risk 
factors include employee general AOD use, knowledge of workplace AOD 
impairment, and attitudes against coming to work impaired by AODs. Knowing 
which risk factors are related to workplace AOD impairment is essential if policy-
makers are to target those factors that are likely to ensure effective policy outcomes. 
Furthermore, existing literature on the effectiveness of workplace AOD policies (as 
described above) assumes, in the absence of evidence from randomised controlled 
studies, that any changes in workplace AOD impairment or injury rates are causally 
related to the AOD policies under review. Without comprehensive evidence of the 
factors that facilitate or impede the success of an AOD policy, and without an 
understanding of what the risk factors for workplace AOD impairment are, there 
remains uncertainty as to whether the outcome was related to the policy, whether a 
lack of outcome was due to poor policy or merely poor implementation of the policy, 
and what factors to target to maintain the effect of a successful policy. Importantly, 
the authors of the Cochrane review, noting the unexplained mixed findings across the 
studies included in their review (as described above), called for comprehensive 
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evaluations of workplace AOD policies to provide stronger consistent evidence on 
which to base policy decisions.  
In summary, as a result of gaps in the literature and knowledge regarding the 
effectiveness of workplace AOD policies, the following questions remain 
unanswered: 
1. Can workplace AOD policies be effective in reducing workplace AOD 
impairment? 
2. Which factors in the development and implementation of workplace AOD 
policies facilitate or impede the effectiveness of the policy to reduce 
workplace AOD impairment and/or injury? 
3. What risk factors should AOD policies target in order to be effective in 
reducing workplace AOD impairment? 
4. Which employee groups respond less well to workplace AOD policies? 
A comprehensive evaluation that focuses concurrently on the process, impact, and 
outcome of a policy will provide the evidence required to know what it is that makes 
a policy successful and how best to develop and implement effective policies. This is 
because the evidence from the impact and outcome evaluations of an intervention 
can support or refute the assertion that the intervention was effective in achieving its 
objectives (addressing the gaps in points 1, 3, and 4), and the evidence from the 
process evaluation can highlight what it was in the development and implementation 
of that intervention that worked (addressing the gap in point 2) (Hawe et al., 2009). 
The more extensive the detail from the process, impact, and outcome evaluations (as 
they apply to the relevant aspects of the policy), the greater the claim for a 
consistency between these components being interpretable as causation in terms of 
the effectiveness of the policy overall (McClure et al., 2005). Evaluations of 
interventions that focus only on the assessment of the effectiveness of the policy in 
terms of the policy goals (impact and outcome evaluations), will not be able answer 
the question of what it was in the development and implementation of the policy 
(process) that facilitated and/or impeded its effectiveness (Hawe et al., 1990a; Hawe 
& Potvin, 2009). Similarly, evaluations that assess only the outcome of an 
intervention, not the impact, will be uncertain about the mechanisms by which that 
intervention was likely to have affected the outcome, when the intervention is 
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successful (Hawe et al., 1990b, 1990d). Interventions are developed and 
implemented according to a theory of what will be effective in achieving that 
intervention‘s goals (Hawe et al., 1990b). Impact and outcome evaluations help to 
assess the theoretical or causal process that has been proposed in the development of 
that intervention (Hawe et al., 1990b). Because the impact evaluation assesses the 
direct effects of the policy, for example, increasing knowledge regarding the dangers 
of workplace AOD impairment, and the outcome evaluation assesses the longer term 
effects or goal of the policy in reducing workplace AOD impairment behaviour, the 
impact and outcome of an intervention are likely to be related, and knowing one will 
help in explaining the success or otherwise, of the other (Hawe et al., 1990b; 
McClure et al., 2005).  
A search of the literature for evidence of workplace AOD policies, which were 
evaluated using the process-impact-outcome public health model, was made using 
the Medline, PsycARTICLES, PsycBOOKS, PsycEXTRA, PsycINFO, CINAHL, 
and Social Work Abstracts databases. Search terms included ―process‖, ―impact‖, 
―outcome‖, ―evaluation‖, and ―workplace‖/―occupation‖. These searches generated 
no evidence of workplace AOD policies that were evaluated using this method. One 
manuscript described the proposed methods to evaluate four workplace AOD 
programs that had been implemented by a large U.S. transportation organisation, but 
only process and outcome (not impact) evaluations were intended (Becker, Hall, 
Fisher & Miller, 2000). Moreover, the process evaluation component was proposed 
for only one of these four programs (Becker et al., 2000). To date, there have been no 
reports in the scientific literature presenting results from this proposed study. The 
existing literature is predominated by reports of studies evaluating only the impact or 
outcome of workplace AOD interventions (Cashman et al., 2009; Gerber & 
Yacoubian, 2002; Kraus, 2001; Wickizer et al., 2004). This, in part, accounts for the 
current gaps identified in the literature. Importantly, it is these gaps which mean that 
workplace AOD policy-makers cannot learn all they need to from this information, in 
order for them to implement evidenced-based, effective policies.  
This research is important not only because it helps to address the gaps identified in 
the literature, but also because it considers the impact of some of the issues related to 
workplace AOD policy development; such as whether or not to implement AOD 
testing, which employees to test, what method of testing to employ, and what type of 
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information to provide to employees—in practice. Given workplace AOD policies 
need to be ‗organisation-specific‘ to improve the likelihood of them being effective, 
this research explores the impact of these issues in a specific workplace context.  
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Chapter 3: Rationale, Research Aims & 
Conceptual Frameworks 
3.1  THE CURRENT RESEARCH PROJECT 
This research undertakes an evaluation of the development and implementation of an 
AOD policy in one state-wide industry in Australia. The research addresses the needs 
of the industry concerned by evaluating their workplace AOD policy, using the 
comprehensive public health model of evaluation. The findings generated through 
the use of this scientifically robust methodology will also make a significant 
contribution to the body of knowledge regarding the development and 
implementation of effective workplace AOD policies. The research project is 
founded upon the central premise that the development and implementation of 
workplace AOD policies must be based on quality scientific evidence, and that 
policies which are not informed by scientific evidence and/or are continued without 
formal evaluation will be, by definition, ineffective and potentially deleterious.  
3.1.1 AN AOD POLICY INTERVENTION IN AN AUSTRALIAN INDUSTRY 
A research opportunity was provided by a state-wide industry in Australia, consisting 
of three government-owned corporations (referred to in subsequent sections of the 
thesis document as ―Organisation #One‖; ―Organisation #Two‖; and ―Organisation 
#Three‖) that collaboratively developed a workplace AOD policy. The main goal of 
the policy for all three organisations was to reduce workplace AOD impairment, 
thereby minimising the risk of workplace AOD-related injury. The industry cited 
their obligation under state workplace health and safety legislation to provide a safe 
workplace and recognition of the potentially deleterious consequences of workplace 
AOD impairment, as justification for the development of an AOD policy.  
The policy was developed by a ‗working party‘, made up of representatives of the 
key stakeholders in the process. This primarily included management from all three 
organisations, senior union-body representatives, and the union delegates/employee 
representatives from all three organisations (and from the various work sites within 
each organisation). For over 12 months, between late 2007 and early 2009, numerous 
‗consultative‘, face-to-face meetings were held to discuss and jointly devise an AOD 
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policy. The consultative meetings involved the union delegates presenting feedback 
from the employees they were representing (in their respective organisation and on 
their respective work sites), regarding the progress made on the development of the 
policy in the previous consultative meetings. Following each meeting, union 
delegates (where possible) returned to their respective worksites and updated the 
employees on the status of the policy development, based on the most recent 
consultative meeting. This process continued until all decisions regarding the policy 
were documented in a form that was agreed upon by all stakeholders (constituting the 
policy document).  
Once the policy document was finalised and the policy was agreed to by all the 
recognised stakeholders (as described above), each of the three organisations 
separately implemented the jointly-developed policy. The implementation of the 
policy (at all three organisations) included the organisation-wide distribution of the 
AOD policy document, as well as compulsory employee attendance at AOD 
education/training sessions (the AOD education program), and the introduction of 
AOD testing/screening (the AOD testing program) for AOD impairment across all 
sites. Wherever the workplace AOD ‗policy‘ is referred to in the Doctoral 
manuscript, it includes the process of development (as described above), as well as 
all the components that are also mentioned above, regarding what was included as 
part of the implementation of the policy.  
The AOD policy document includes: procedures outlining the responsibility of 
employees and management with regard to workplace AOD impairment; how 
workplace impairment will be managed (including privacy and confidentiality 
considerations); a description of the mandatory AOD education program; how the 
AOD testing program will be conducted; and how employees with AOD-related 
problems can seek assistance through the Employee Assistance Program (EAP). 
Appendix A contains a full copy of the AOD policy (which has been de-identified).  
The purpose of the mandatory employee AOD education, as outlined in the policy 
document, was to train all employees (at the point at which the AOD policy was first 
disseminated and all new employees starting work subsequent to that point), in the 
‗issues‘ related to AODs in the workplace, and to inform the employees of their 
responsibilities under the AOD policy. The policy document also states that the AOD 
education was designed to provide employees with the knowledge and ability to 
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manage their own ‗fitness for work‘ (with regard to workplace AOD impairment), 
and to train employees to recognise the symptoms and behaviours associated with the 
effects of AODs. The policy document specifies that it is a condition of entry to all 
worksites (across all three organisations) that ―employees, contractors, and visitors 
can be tested at any time for AODs‖. The AOD testing program, which was 
implemented as part of the AOD policy (as a programmatic component) includes: 
random testing; increased testing at specific times (for example, during large projects 
when there are a large number of employees/contractors on a particular site for a 
specified period of time); testing ‗with cause‘ (for example, following a safety 
incident); reasonable suspicion testing (testing at the request of a supervisor who 
believes an individual may be impaired by AODs at that time); voluntary self-testing 
(to ensure ‗fitness‘ for work); and pre-employment testing.  
3.1.2 THE DOCTORAL RESEARCH PROJECT: AN EVALUATION OF THE 
DEVELOPMENT AND IMPLEMENTATION OF THE AOD POLICY 
Prior to its implementation, funding in the form of a scholarship was secured from 
the industry, to independently evaluate the development and implementation of their 
workplace AOD policy. The Doctoral candidate selected the public health process-
impact-outcome model of evaluation for this purpose, as such an approach 
constituted the most comprehensive and appropriate way to provide the study 
industry with evaluation results. This approach also meant that it was possible to 
address significant gaps in the knowledge-base regarding the development and 
implementation of workplace AOD policies. The Doctoral research project takes a 
public health approach to the evaluation of policies (and/or programs), and is based 
on the efficacy of the comprehensive process-impact-outcome public health model of 
evaluation, as being the most appropriate model to evaluate health (and health 
promotion) policies. The research also draws heavily on policy theory and 
behavioural-change theory to inform the various evaluation measurement 
instruments.  
3.2 DOCTORAL RESEARCH AIMS  
This research seeks to undertake a comprehensive public health evaluation of a 
workplace AOD policy, and to contribute to the body of knowledge on the 
development and implementation of effective workplace AOD policies. Specifically, 
the thesis seeks to: 
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1. Describe the characteristics of the development and implementation of the 
workplace AOD policy in the study industry 
2. Quantify the extent to which the policy development and implementation 
was associated with changes in the risk factors for workplace AOD 
impairment 
3. Quantify the extent to which the policy development and implementation 
was associated with a reduction in (self-reported) workplace AOD 
impairment in the study industry 
4. Examine the consistency of findings in relation to the development and 
implementation of the policy (aim 1), changes in risk factors (aim 2), and 
reductions in workplace AOD impairment (aim 3) in the study industry 
5. Consider the implications of the findings observed in the study industry for 
generalisable contribution to knowledge in the field. In other words, to 
address the gaps in the literature specified in Section 1.2. 
3.3 DOCTORAL RESEARCH QUESTIONS 
The following research questions were posed in order to address the Doctoral 
research aims (ordered according to which part of the evaluation they relate): 
3.3.1 THE PROCESS EVALUATION 
1. What was the process of developing and implementing the AOD policy, 
and what was the context in which the policy was developed? 
2. How well was it implemented? 
a. To what extent did the development and implementation of the AOD 
policy reflect what was originally intended for the policy? 
b. To what extent did the development and implementation of the AOD 
policy align with Duffy and Ask‘s best-practice guidelines for AOD 
policy development and implementation in Australia? 
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3.3.2 THE IMPACT EVALUATION 
3. Did the implementation of the workplace AOD policy have an impact on 
those risk factors (for workplace AOD impairment) which were measured: 
general employee AOD use, knowledge, attitudes, subjective norms, 
perceived behavioural control, behavioural intentions, perceptions of 
deterrence, and direct and indirect experience with punishment avoidance 
(for workplace AOD impairment)? 
3.3.3 THE OUTCOME EVALUATION 
4. Were employees less likely to report coming to work impaired by AODs 
following implementation of the AOD policy, than they were prior to 
implementation? 
5. What characteristics were related to employees being less likely to respond 
positively to the AOD policy (by positively changing their self-reported 
workplace AOD impairment behaviour)? 
3.3.4 INTEGRATION OF THE PROCESS, IMPACT, AND OUTCOME EVALUATIONS 
6. What was the observed association between the process of developing and 
implementing the AOD policy, and the impact of the policy in changing 
the risk factors for workplace AOD impairment?  
7. What was the association between the changes in the risk factors for 
workplace AOD impairment, and changes in the construct measured as 
part of the outcome evaluation study: self-reported workplace AOD 
impairment? 
3.4 CONCEPTUAL FRAMEWORKS  
Figure 3.1 provides a schematic representation of the conceptual/theoretical 
framework employed to address the Doctoral research aims and questions (in order 
to evaluate the study industry‘s workplace AOD policy). This conceptual framework 
is the author‘s own concept, and uses terminology developed specifically for the 
purposes of the current research project.
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The central (inverted) inner triangle in Figure 3.1 represents the research ‗problem‘ 
under consideration in the Doctoral research project: workplace AOD policies, and 
their effectiveness in terms of reducing workplace AOD impairment. The three 
(outer) points of the triangle in the figure represent the approach which was taken in 
the research project to assess the effectiveness of the policy in reducing workplace 
AOD impairment. In other words, workplace AOD policies are approached, in this 
context, from a public health policy perspective (upper point of the outer triangle in 
Figure 3.1). This perspective is outlined in Chapter 1, Section 1.1. The public health 
policy perspective is echoed in the application of the comprehensive (public health) 
process-impact-outcome model, to the evaluation of the workplace AOD policy (the 
outer, left-hand point of Figure 3.1). This model of evaluation is outlined in Chapter 
1, Section 1.1.9. 
The public health policy perspective is also echoed in the application of Duffy and 
Ask‘s best-practice guidelines for AOD policy development and implementation (the 
outer, right-hand point of Figure 3.1), to the development of the process evaluation 
instrument. This is because these guidelines are consistent with public health policy 
theory. Duffy and Ask‘s (2001) Australian guidelines are detailed in Chapter 2, 
Section 2.2.2, and in Chapter 5, Section 5.1.2. The outer, right-hand point of the 
triangle in the figure also refers to the theoretical basis for the development of the 
instruments that were employed to evaluate the impact and outcome of the policy. 
Two behavioural-change theories, the theory of planned behaviour, and deterrence 
theory, formed the basis of the instruments used in these evaluation studies. Both 
theories are explained in more detail in Chapter 6, Sections 6.2.4 and 6.2.5.  
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Chapter 4: Doctoral Research Methodology  
This chapter describes the research methodology for the evaluation of the workplace 
AOD policy. Detailed methods and the scientific basis for the chosen methods, as 
well as the analytical approaches taken for each of the three studies and for the 
integration of the findings from the three evaluation studies, will be outlined in the 
respective chapters (Chapters 5–8). In the current chapter, Section 4.1 outlines the 
ethical consideration for the studies and Section 4.2 describes the evaluation 
methodology employed in the research project. The study setting is described in 
Section 4.3. Sections 4.4 to 4.7 address the study design and participants for each of 
the three evaluation studies, and for the integration of findings from the three 
evaluation studies. A summary of the chapter is presented in Section 4.8. 
4.1 RESEARCH ETHICS 
The Research Ethics Unit, Queensland University of Technology Office of Research, 
granted ethical clearance for the research project from 30/10/2008 to 30/10/2011 
(ethics approval number: 0800000720). Annual reports were provided to the Ethics 
Unit on 30/10/2009 and 30/10/2010, and both reports were approved. An application 
for variation to the original ethics application was granted on 11/11/2009, and 
approval was granted to introduce a draw for a fuel voucher to thank participants for 
completing the two questionnaires, and to amend the participant information sheet 
accordingly (see Appendix B and C for copies of the participant information sheets 
for the pre- and post-policy implementation questionnaires).  
4.2 THE PUBLIC HEALTH MODEL OF EVALUATION 
Chapter 1, Section 1.1.9 contains a detailed description of the comprehensive 
process-impact-outcome public health model of evaluation. This Doctoral research 
project employed all three components of the public health model in an evaluation of 
the workplace AOD policy. The process evaluation described how the workplace 
AOD policy was developed and implemented, and the extent to which the 
development and implementation was undertaken in accordance with existing best-
practice guidelines (Duffy & Ask, 2001). The impact evaluation measured changes 
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following implementation of the policy in employee general AOD use, knowledge, 
behavioural intentions, perceptions of deterrence, and experience (direct and indirect) 
of punishment avoidance for workplace AOD impairment. These constructs 
constituted the risk factors for workplace AOD impairment. Finally, the outcome 
evaluation assessed changes following implementation of the policy in terms of self-
reported workplace AOD impairment. In the context of the current research, 
‗workplace AOD impairment‘ refers to the consumption of AODs before, or any 
time during a work shift, and includes a ‗hangover‘ at work. 
The research project also undertook to extend the process-impact-outcome public 
health model of evaluation by examining the observable relationships between the 
three forms of evaluation in this context. Section 4.7 describes this in more detail. 
Figure 4.1 outlines the overall design of the Doctoral research. It shows how both the 
study population (constituting an aggregate-level comparison) and the study sample 
(constituting an individual-level comparison of linked data from the two 
questionnaires) were compared on the various constructs at two time points: prior to 
the implementation of the workplace AOD policy (Time 1), and following 
implementation of the policy (Time 2). In the context of this research project, the 
‗study population‘ refers to all employees who completed either of the two 
questionnaires, and includes those cases for which a match of their Time 1 and Time 
2 questionnaires was not possible. The ‗study sample‘ refers, in this context, to those 
participants who completed both questionnaires and for whom a match of their 
questionnaires was possible. The figure also describes the measures at each time 
point, and the analyses that were undertaken to determine changes in the measured 
risk factors and (self-reported) behaviour from Time 1 to Time 2. The figure also 
makes reference to the chapter numbers that coincide with the various analyses, 
including a qualitative chapter describing how well the workplace AOD policy was 
developed and implemented.
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Figure 4.1. Design of the Doctoral Research Project 
4.3 STUDY SETTING 
The research project was conducted in a large, state-based industry between May of 
2008 and May 2010. The study industry undertakes ‗safety-sensitive‘ work. The 
industry is made up of three separate organisations that each operate several plant 
(and office) sites in remote, regional, and urban locations. The industry has a 
relatively stable work force with high rates of employee retention and low rates of 
employment flux, and is considered to be ‗highly unionised‘, with the majority of 
permanent employees belonging to one of several of the industry-relevant union 
bodies. This information was made available to the researcher by representatives of 
management in the industry, and by representatives of the relevant union bodies.  
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4.4 EVALUATING THE PROCESS OF THE POLICY (STUDY 1) 
The purpose of evaluating the process of the workplace AOD policy was to assess 
how well the policy was developed and implemented according to what was 
originally intended, and whether the policy was developed and implemented 
according to Duffy and Ask‘s (2001) best-practice Australian guidelines. This study 
described the process of developing and implementing the policy, and the context in 
which it was developed.  
4.4.1 STUDY DESIGN 
The study evaluating the process of developing and implementing the workplace 
AOD policy used qualitative methods. Process evaluations are most commonly 
qualitative in nature (Linnan & Steckler, 2002; Tessaro, Campbell & Benedict, 2002) 
because the type of information being sought is generally ‗rich‘ and detailed. The 
methods for this evaluation involved the analysis of information obtained from semi-
structured (individual) interviews with key-informants.  
4.4.2 PARTICIPANTS 
For the purposes of this study, key informants were defined as individuals who were 
integral to either the development or the implementation of the workplace AOD 
policy, or both of these processes. 
Selection 
Key informants were selected from management and union delegate groups from 
each of the three participating organisations. To be eligible for selection, informants 
needed to have been consistently present at the majority of consultative meetings 
during the development of the AOD policy, or were individuals responsible for the 
implementation of the policy at their respective organisation. 
Recruitment 
The names of individuals involved in the consultation process (where meetings were 
held over a period of approximately 12 months to discuss and devise a joint AOD 
policy, as described in Chapter 3, Section 3.1.1) to develop the workplace AOD 
policy were documented in the minutes of each consultation meeting. These minutes 
were made available to the Doctoral candidate. The Doctoral candidate attended 
several of these meetings over the course of several months and became known to 
these individuals. Having explained the project and the various phases of data 
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collection to those present at the consultation meetings, subsequent efforts to recruit 
study participants were well received. All potential participants who were 
approached by the Doctoral candidate agreed to participate in the study. The final 
sample of participants included two or three representatives from each of the 
management and union groups, for each of the three organisations (as well as one 
State union body representative) (Table 4.1). 
Table 4.1 Group Representation of Interview Participants 
Group 
Membership 
Organisation Other Total 
 # One # Two # Three Union 
Regional 
Headquarters 
Management 
representative 
3 2 2  7 
Union 
delegate 
2 3 2  7 
Union 
official 
representative 
   1 1 
Total 5 5 4 1 15 
 
Sample size 
The sample of 15 participants comprised the majority of individuals who were 
involved in the process of developing and/or implementing the workplace AOD 
policy, and who consented to participation in the process evaluation study. The 
sample represented the full range of stakeholders, including the two main groups of 
interest (management and union delegates), from all three of the participating 
organisations.  
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4.5 EVALUATING THE IMPACT OF THE POLICY (STUDY 2)  
The purpose of this study was to determine the effects of the workplace AOD policy 
on a number of factors which were deemed to be ‗risk factors‘ for workplace AOD 
impairment. The term ‗risk factor‘, is consistent with public health taxonomy to refer 
to those factors that may predict health outcomes (in this case AOD impairment 
behaviour). The selection of risk factors was theoretically based and these factors 
were included because of the presumed intermediary role they play in behaviour 
change, with regard to workplace AOD impairment. The process of risk factor 
selection is outlined below, for each included risk factor:  
1. General AOD use: this was deemed a risk factor because workplace AOD 
impairment cannot occur if employees do not consume AOD in general. 
2. Knowledge: this factor was included because of the recognised role that 
knowledge plays in predicting health behaviour (Centers for Disease 
Control and Prevention, 2000; Hingson & Sleet, 2006; Ryan, 2009; 
Vinodkumara & Bhasi, 2010; Weiss, Okun & Quay, 2004). Given this, a 
lack of knowledge regarding the potential adverse safety effects of 
workplace AOD impairment, may pose a risk for workplace AOD 
impairment behaviour. 
3. Behavioural intentions and the antecedents of behavioural intentions—
attitudes, subjective norms, and perceived behavioural control: these 
factors were included because according to the theory of planned 
behaviour (which is discussed in detail in Chapter 6, Section 6.2.4), 
attitudes, subjective norms, and perceived behavioural control predict 
behavioural intentions and, in turn, behavioural intentions predict actual 
behaviour. Given this theory, and the evidence which supports it, 
behavioural intentions to come to work impaired by AODs pose a risk for 
workplace AOD impairment behaviour. Similarly, unfavourable attitudes, 
subjective norms, and perceived behavioural control with regard to 
workplace AOD impairment, may pose a risk for workplace AOD 
impairment behaviour. 
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4.  Perceptions of the perceived certainty, severity, and swiftness of 
punishment, and direct and indirect experience with punishment 
avoidance: these factors were included because, according to deterrence 
theory (which is discussed in detail in Chapter 6, Section 6.2.5), they 
predict the likelihood of ‗offending‘ behaviour occurring. Given this 
theory, and the evidence which supports it, not perceiving the certainty, 
severity, and swiftness of punishment for workplace AOD impairment, 
may pose a risk for workplace AOD impairment behaviour. Similarly, 
exposure to direct and indirect experience with punishment avoidance for 
workplace AOD impairment, may pose a risk for workplace AOD 
impairment behaviour. 
4.5.1 STUDY DESIGN 
A non-randomised single group pre- and post-test design was used to evaluate the 
impact and outcome of the policy. This design represented the highest ‗level of 
evidence‘ possible, given the ethical, practical and methodological constraints of the 
research. A randomised-controlled trial was not possible because it was deemed by 
the study industry that it was not feasible or appropriate to withhold the 
implementation of the policy to particular sections of the industry in order to create a 
control group. The study industry cited an obligation under health and safety 
legislation to implement their policy comprehensively and universally, without 
planned delay to particular groups. Implementing the policy in stages across the 
organisations was also not a feasible option for the study industry—the 
implementation of the policy and the researcher‘s access to employees, was strictly at 
the discretion of the industry. Doctoral research financial and time constraints, and 
the lack of an appropriate, available industry, meant that a pseudorandomised-
controlled trial with a control community was also not possible. These constraints are 
discussed in more detail in Chapter 9, Section 9.2.1.  
While the pre- and post-test design was the most appropriate design under the 
circumstances, it has notable limitations. The main weakness of the design is the fact 
that it does not contain a comparison group. Without a comparison group, claims 
regarding causality cannot be made. In other words, changes observed from pre- to 
post-test, using this design, cannot be attributed to the intervention under 
investigation, and may have been accounted for by events or phenomena outside of 
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the intervention (Bowling, 2002b; Kane & Radosevich, 2011a). Some of the alternate 
explanations for the observed findings, or biases, include: participant familiarity with 
a test which is used repeatedly; extreme high or low scores regressing toward the 
mean when remeasured (statistical regression); participant ‗drop-out‘ between testing 
periods which causes attrition bias; and attention bias—when participants respond to 
being observed or receiving attention through the intervention, even if it has no effect 
(Kane & Radosevich, 2011b). Findings from this research, therefore, need to be 
qualified according to the limitations of the study design used.  
In terms of how this design was operationalised for the current research, 
questionnaires were used to collect information about employee general AOD use (as 
opposed to workplace-specific AOD use), knowledge, behavioural intentions, 
perceptions of deterrence, and experience (direct and indirect) with punishment 
avoidance for workplace AOD impairment, in order to measure the impact of the 
policy. The questionnaires also elicited information regarding self-reported 
workplace AOD impairment behaviour and employee characteristics, in order to 
measure the outcome of the policy. The questionnaires were administered to all 
employees on the 14 work sites of the three participating organisations. Employees 
were invited to participate by completing questionnaires at two time-points, 
approximately 12 months apart: prior to implementation of the workplace AOD 
policy, and following implementation of the policy.  
4.5.2 PARTICIPANTS 
Selection  
All employees of the participating organisations were eligible, and were provided 
with the opportunity to participate in the study at both time-points. ‗Employee‘ is 
used interchangeably with ‗participant‘ throughout the Doctoral manuscript, in 
relation to the studies evaluating the impact and outcome of the policy. 
Recruitment 
All employees had the study explained to them and were invited to participate in 
both the pre- and post-policy implementation questionnaires. As a token of 
appreciation for their participation, employees who consented to participate in the 
post-policy implementation questionnaire were eligible to submit their name to be 
entered into a draw to win a fuel voucher. Details regarding who recruited the 
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employees and what methods were used to reach them are described in a data 
collection process section in Chapter 6, Section 6.3.  
Sample size  
The convenience sample for analysis consisted of all employees who consented to 
participate in the study, and who completed both the pre-and post-policy 
implementation questionnaires. The maximum possible sample size, including all 
employees across the three organisations, was n = 1588. Details regarding the 
procedures used to arrive at the final sample are described in Chapter 6, Section 6.6. 
4.6 EVALUATING THE OUTCOME OF THE POLICY (STUDY 3)  
The purpose of this study was to determine the effects of the policy with regard to its 
main goal—the reduction of workplace AOD impairment. Specifically, the research 
questions for this study sought to determine whether changes in employee 
self-reported workplace AOD impairment were related to the implementation of the 
AOD policy, and which employee characteristics (alcohol use, cannabis use, age 
group, gender, organisation, site-type, employment-type, and employment-role) were 
related to employees being less likely to positively change their self-reported 
workplace AOD impairment following implementation of the policy. 
4.6.1 STUDY DESIGN 
The study design for evaluating the outcome of the policy in changing workplace 
AOD impairment is the same as that of the study evaluating the impact of the policy 
(Section 4.5.1). 
4.6.2 PARTICIPANTS 
The study participants for the study evaluating the outcome of the policy are the 
same as those in the study evaluating the impact of the policy (Section 4.5.2). 
4.7 THE INTEGRATION OF FINDINGS FROM THE PROCESS, IMPACT, 
AND OUTCOME EVALUATIONS (STUDIES 1, 2, AND 3) 
Chapter 1, Section 1.1.9 describes the theoretical logic of undertaking the three forms 
of evaluation and that each is essential in order to establish conclusions about the 
overall success of a policy/program. The theoretical logic of the relationship between 
the three forms of evaluation (process, impact, outcome) is that it is necessary first to 
know whether a policy was implemented according to what was originally intended 
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(process evaluation) before establishing the effects of the policy (impact and 
outcome evaluations), because the effects of the policy will be dependent upon the 
policy being implemented as intended (Hawe et al., 1990c). And conversely, if the 
impact and outcome evaluations establish the likely effectiveness of the policy, then 
it is reasonable to assume that it was the process of developing and implementing the 
policy that enabled the effect (Hawe et al., 1990c). In order to explore these 
assumptions in the context of the process, impact and outcome evaluations conducted 
on the workplace AOD policy, the observed relationships between the three forms of 
evaluation were assessed using a combination of qualitative and quantitative 
methods.  
First, in order to undertake this integration, the relationship between the findings 
from the process and impact evaluation studies was assessed. Second, the 
relationship between the findings from the impact and outcome evaluation studies 
was assessed. The purpose of assessing the relationship between findings from the 
process and impact evaluation studies was to provide support for the causal 
theoretical assumption that a policy that is well implemented is likely to facilitate an 
effective impact. The purpose of assessing the relationship between findings from the 
impact and outcome evaluation studies, was to provide support for the causal 
theoretical assumption that general AOD use, knowledge, behavioural intentions, 
perceptions of deterrence (with regard to workplace AOD impairment), and 
experience with punishment avoidance, are the mechanisms by which the 
implemented AOD policy changed workplace AOD impairment behaviour. 
4.7.1 STUDY DESIGN 
This integration assessed the relationship between the development and 
implementation of the policy (process), changes in the risk factors for workplace 
AOD impairment (impact), and changes in workplace AOD impairment (policy 
outcome). The design of the studies evaluating the process, impact, and outcome of 
the policy are described in the relevant study design sections for each study (Sections 
4.4.1, 4.5.1, and 4.6.1). The observed relationships between the three forms of 
evaluation were assessed using the following methods: 
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The relationship between findings from the process and impact evaluations 
Part 1 
Qualitative methods were used to observe the relationship between findings from the 
process and impact evaluation studies.  
Part 2 
Quantitative methods were used to observe the relationship between findings 
regarding the employees‘ perception of the fidelity of the workplace AOD policy (a 
concept which represents a component of a traditional process evaluation), and 
findings from the impact evaluation study. Chapter 5, Section 5.1.1 presents a 
detailed description of the components of a traditional process evaluation, and the 
development of the questionnaire items to measure employee perceived fidelity is 
described in Chapter 8, Section 8.1.1. 
The relationship between findings from the impact and outcome evaluations 
Quantitative methods were used to observe the relationship between findings from 
the impact and outcome evaluation studies.  
4.7.2 PARTICIPANTS 
Participants for the process, impact, and outcome evaluation studies are described in 
the relevant participant sections for each study (Sections 4.4.2, 4.5.2, and 4.6.2). The 
participants specific to each of the research questions for the integration of findings 
from all three evaluations, are as follows: 
The relationship between findings from the process and impact evaluations 
Part 1 
Participants included those who were part of the process and impact evaluation 
studies, as described in Sections 4.4.2 and 4.5.2 , respectively. 
Part 2 
Participants included those who were part of the impact evaluation study, as 
described in Section 4.5.2. 
The relationship between findings from the impact and outcome evaluations 
Participants included those who were part of the impact and outcome evaluation 
studies, as described in Sections 4.5.2 and 4.6.2, respectively. 
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4.8 CHAPTER SUMMARY 
The chapter detailed the methodology and methods of the studies undertaken to 
evaluate a workplace AOD policy according to the process-impact-outcome public 
health model of evaluation. It also detailed the methodology and methods of an 
integration of the findings from the process, impact, and outcome evaluations. The 
strengths of the methods are that: 
 They are based on the comprehensive public health model of evaluation, 
and extend further than the process, impact, and outcome evaluation 
studies by assessing the theoretically assumed relationship between the 
findings from these three forms of evaluation. 
 They include both qualitative (process evaluation) and quantitative 
methods (impact and outcome evaluations). 
The weaknesses of the methods are that: 
 The pre-and post-test design is limited in that it does not allow attribution 
of cause, and there can be numerous explanations for observed changes 
from pre- to post-test. 
Through formal evaluation, this research will not only help to ensure the adequacy 
and appropriateness of the study industry‘s policy, but will also help to generate 
evidence to address substantial existing gaps in the knowledge regarding the 
development and implementation of effective workplace AOD policies. However, 
caution will need to be applied in the interpretation of the quantitative findings, given 
the limitations of the study design used. 
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Chapter 5: The Process Evaluation Study 
Traditionally, the process evaluation assesses whether a policy was developed and 
implemented according to what was intended (how well the policy was 
implemented), and provides the kind of evidence that enables the improvement and, 
where necessary, the redevelopment of the policy to better fit the original policy 
intention (Hawe et al., 1990d; Hawe & Potvin, 2009). This chapter presents the 
methods, analytical approaches, and results of the study, evaluating the process of the 
study industry‘s workplace AOD policy. First, the chapter details the instrument 
development for the study, the data collection process, and the data management and 
analytical strategy used. Second, the chapter describes the specific analytical 
methods and presents the results that correspond with the following Doctoral 
research questions: what was the process of developing and implementing the AOD 
policy? (Section 5.5); and how well was the policy developed and implemented 
(Section 5.6)? The chapter concludes with a summary and implications of the 
findings for the process evaluation study (Section 5.7). 
5.1 INSTRUMENT DEVELOPMENT 
The instrument used in this study was a questionnaire containing a series of open-
ended questions. The questionnaire was conducted as a semi-structured interview. 
The open-ended questions in the interview were designed to address the research 
questions for this study. Specifically, 18 open-ended questions were designed to 
elicit participants‘ opinions regarding the process of developing and implementing 
the workplace AOD policy, and how well the policy was developed and implemented 
(see Appendix D for the interview questionnaire). 
A semi-structured interview was chosen as the most appropriate method for 
obtaining detailed qualitative information. Key informant interviews, rather than 
focus groups, were undertaken because individual interviews enabled greater insight 
in terms of the quality and quantity of information than would have been obtained 
from use of the focus group method (Edmunds, 1999; Fischer, 2006; Morgan, 1998). 
The interviews enabled participants to share their opinions without having to 
compete for time or opportunity to comment with their colleagues, as would have 
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been the case in a group discussion context. The individual interviews enabled 
confidential environments to encourage frank contributions from participants without 
fear of conflict with the opinions of other individuals. This was of particular 
relevance because of the established group differences between management and the 
employees (who were represented by the union bodies and their delegates) in terms 
of the perspectives regarding the rationale for and acceptability (or ‗fairness‘) of the 
management-initiated workplace AOD policy. This phenomenon of differing key-
stakeholder perspectives on workplace policies, particularly in workplaces which are 
‗highly unionised‘, has been recognised in the literature (Duffy & Ask, 2001; Fauske, 
Wilkinson & Shain, 1996; Seijts, Skarlicki & Gilliland, 2002), and is discussed 
further in Section 5.4.1. 
The research questions posed to evaluate the process of developing and 
implementing the workplace AOD policy, and the open-ended interview questions 
included in the (interview) questionnaire to answer these research questions, were 
based on the key components of a traditional process evaluation, and Duffy and 
Ask‘s (2001) best-practice guidelines for AOD policy development and 
implementation in Australian workplaces. The sections below describe the 
development of the instrument for this study, in relation to these two theoretical 
influences.  
5.1.1 TRADITIONAL PROCESS EVALUATION  
Process evaluation focuses on the processes by which an intervention (or program) is 
implemented and seeks to ascertain why and how a program has been successful or 
unsuccessful (Bloor & Wood, 2006; Steckler & Linnan, 2002). Process evaluations 
traditionally serve three main purposes: 
1. Describing and understanding the implementation of a program (or 
policy), 
2. Accounting for the success (or failure) of a program, and 
3. Enhancing best health promotion practice (Thorogood & Coombes, 2004). 
Process evaluations can be conducted as part of the development of an intervention, 
or during program implementation (Steckler & Linnan, 2002). Findings from process 
evaluations can enhance understanding of the barriers to, and facilitators of, the 
successful implementation of health programs (Steckler & Linnan, 2002; Thorogood 
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& Coombes, 2004). Process evaluation findings can facilitate best health promotion 
practice by indicating which aspects of programs should be pursued and which ought 
to be avoided (or modified) (Thorogood & Coombes, 2004).  
Process evaluations traditionally include not only implementation activities but also 
the context and environment in which the program is being implemented, as well as 
the development stages of the implementation process (Thorogood & Coombes, 
2004). This is consistent with policy theory (as outlined in Chapter 1, Section 1.1.4) 
which acknowledges that all policy develops within micro and macro contexts (and 
not in isolation) (Crinson, 2009). Key components of a traditional process evaluation 
include exploration of:  
 The context in which the program is embedded—for example, the wider 
social, political, cultural, and economic environment (macro context) 
 How widely the program reached the target population—measured by that 
population‘s levels of awareness and ‗uptake of‘ the program 
 The ‗dose delivered‘—how much of the program was provided to the 
target population by the program implementation team 
 The ‗dose received‘—the extent of engagement with the program shown 
by the target population 
 Fidelity—the extent to which the program was implemented as it was 
intended (Thorogood & Coombes, 2004). 
Developing questions for the interviews from a model of traditional process 
evaluation 
Fourteen items in the interview questionnaire were based on the key components and 
main purposes of a traditional process evaluation (as described in the previous 
section). Four of these items related to the context in which the policy was developed 
and included: the context in which the workplace AOD policy was developed; what 
initiated the development of the workplace AOD policy; any seminal event which led 
to the development of the workplace AOD policy; and, which parties needed to be 
considered in the development of the AOD policy.  
An additional six items related to how the policy was developed and were related to 
one of the main purposes of a traditional process evaluation, which is to describe and 
understand the development and implementation of a policy. They included: which 
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parties were involved in developing the AOD policy, and how that decision was 
made; what information was used to inform the development of the programs that 
form part of the AOD policy; how the decision regarding AOD testing was arrived 
at; how the decision regarding AOD education was arrived at; how the AOD policy 
was delivered; and what the expected outcomes of implementing the AOD policy 
were.  
The remaining four items primarily align with one of the key components of a 
traditional process evaluation; the concept of fidelity (or the extent to which a policy 
is implemented as was intended). These items were aimed at eliciting interview 
participants‘ opinions in relation to how well the workplace AOD policy was 
developed and implemented and, specifically, the extent to which the policy was 
developed and implemented according to what was intended. These items included: 
whether there were ‗winners‘ and ‗losers‘ in the development and implementation of 
the AOD policy; whether there were components of the AOD policy that were better 
implemented than others; whether there were any unanticipated consequences to the 
development and implementation of the AOD policy; and whether there were any 
additional comments.  
5.1.2 THE BEST-PRACTICE GUIDELINES FOR THE DEVELOPMENT AND 
IMPLEMENTATION OF AOD POLICIES IN AUSTRALIAN WORKPLACES 
Hawe (1990c; 2009) purports that scientific evaluation does not merely make 
observations and gather evidence, it also uses a criterion of good practice to compare 
with what was observed in the implementation of the particular policy. In other 
words, evaluation involves observing and measuring how a policy operates and what 
effects it has on the recipients, and then compares this to an a priori standard. In the 
case of the current process evaluation, Duffy and Ask‘s (2001) principles of best-
practice for developing and implementing AOD policies in Australian workplaces, 
was used as the criterion of good practice (in order to compare with what was 
observed in the implementation of the study industry‘s workplace AOD policy). To 
the researcher‘s knowledge, these guidelines have not been empirically tested as a 
whole (in other words, the 10 ‗ingredients‘ together). They were used as a framework 
in the current study for devising the instrument used to evaluate the process of 
developing and implementing the study industry‘s AOD policy because they 
constitute the most relevant and specific theoretical framework to assist in evaluating 
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the process of developing and implementing workplace, and AOD-specific policies 
(in an Australian context). There was no evidence of the existence of other guidelines 
or frameworks for designing policies, which were relevant to the Australian 
workplace, and to AOD policies, in particular. 
The guidelines take into account the key policy ‗players‘ in the development of such 
policies (not only organisation management, but union bodies and 
delegates/employee representatives too). They also recognise factors specific to the 
implementation of workplace policies and which factors facilitate or impede the 
positive reception of policies by employees. For example, the need for gradual 
change for employees, with regard to new policies. Importantly, the guidelines 
address particular features of workplace AOD policies, such as AOD testing, which 
are potentially fraught with problems and sensitivities, given the multiplicity of 
philosophical perspectives that can be held by the various stakeholders in the 
development and implementation of workplace policies (see Chapter 2, Section 
2.2.3, heading: Testing methods in Australia).  
Duffy and Ask‘s (2001) 10 ‗ingredients‘ (guidelines) of best-practice in the 
development and implementation of workplace AOD policies in Australia, are as 
follows:  
1: “Consultation is important during developmental stages” 
This guideline refers to the importance of consultation in developing a policy, in that 
a policy is more likely to be acceptable to the policy recipients if the policy reflects 
their interests (with the implication that consultation includes representation of all 
relevant stakeholders). This guideline is based on research that indicates that 
consultation during the development of the policy plays an essential role in its 
success or failure (Carr, 1991; Lockwood & Saunders, 1993). 
2: “Universal application to all employees” 
This guideline refers to the need to ensure that the policy applies to all employees, 
irrespective of their employee role. Evidence has indicated that without universal 
application, the acceptance of the policy is likely to be compromised (Duffy, 1998; 
Nicholas et al., 1996). 
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3: “Organisation-specific” 
Evidence indicates that because workplace AOD impairment is governed by a 
complex interaction between individual, social, and organisational factors, policies 
need to be organisation-specific if they are to be effective (Duffy & Ask, 2001; 
Holder, 1990). This guideline also refers to the importance of considering the 
influence of union bodies in workplaces that are highly ‗unionised‘, because 
evidence has shown that the relationship between management and the relevant 
unions has a major impact on workplace alcohol policy (Ames, Grube & Moore, 
2000).  
4: “Policies must be comprehensive” 
This point refers to the need for workplace AOD policies to go beyond merely 
stating rules with regard to the consumption/use of AODs in the workplace (Nicholas 
et al., 1996). Policies also need to provide clear instructions for responding to 
workplace AOD use.  
5: “Instructions and procedures for responding to drug-related incidents” 
This guideline extends upon the previous point and states the need for policies not 
only to include the instructions and processes for approaching an AOD-impaired 
employee (and, for example, which designated persons are responsible for 
undertaking this task), but also to include information regarding support and 
treatment for AOD-dependent employees, and details regarding the disciplinary 
action resulting from workplace AOD impairment (Allsop et al., 1997).  
6: “Consider drug testing as a potential and complex option that can be 
applied only to limited domains” 
This guideline refers to the need for careful consideration with regard to the 
appropriateness of AOD testing, and the extent to which the implementation of AOD 
testing improves workplace safety and the productivity of employees (Nicholas et al., 
1996). Where AOD testing is part of a workplace AOD policy, Duffy and Ask 
(2001) recommend that it should not represent the only means of AOD-harm 
reduction, and the rationale and explanation for testing should be included in the 
policy. A more comprehensive discussion on drug testing in the workplace can be 
found it Chapter 2, Section 2.2.3. 
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7: “Change should be gradual and informed” 
Effective policy implementation is dependent upon the support of the policy 
recipients. Supportive reception of a workplace policy is more likely to be achieved 
when implementation is gradual and when the policy recipients are informed of the 
imminent change related to the implementation of that policy. Evidence indicates 
that policy that is implemented too quickly, and is not in keeping with the workplace 
culture, is likely to impede successful implementation (Lockwood & Saunders, 1993; 
Sacks-Silver, O'Loughlin & Jacques, 1990). 
8: “Publicise the policy in an appropriate and equitable way” 
Acceptance of and support for a policy is also more likely when the policy has been 
well and appropriately publicised. Policies need to be publicised in a manner that 
maximises employee‘s exposure to the policy and accounts for language variations in 
the workplace. Evidence also shows that regular and ongoing publicity that is 
conducted via a variety of mediums (which are appropriate to the employees in that 
particular workplace) is also more likely to increase employee commitment to the 
policy (Kaczmarczyk & Paul, 1996; Kramar, 1997; Want, 1993).  
9: “Engender employee compliance through the definition of roles and 
responsibilities, and education and training” 
Employee support for, and commitment to, a workplace policy is likely to be 
engendered through a clear definition of the roles and responsibilities that are 
associated with the policy, and through the provision of employee workplace 
education. Employee responsibility regarding workplace AOD impairment and the 
role of supervisors or managers in monitoring workplace safety and performance 
need to be clearly defined in the policy and disseminated to all employees. Similarly, 
workplace employee education needs to include information regarding employees‘ 
workplace AOD impairment, as well as the instructions to all employees for 
responding to workplace AOD impairment.  
10. “Evaluate the implementation process” 
The final guideline for quality development and implementation of AOD policies in 
Australian workplaces refers to evaluation of the policy implementation at the 
organisational level. The purpose of such an evaluation is to ensure accountability at 
the organisational (management) level, to measure how well the policy met its 
objectives, and to provide information to predict the success, or otherwise, of the 
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policy in the future. A more extensive discussion of the purpose and need for 
evaluation may be found in Chapter 1, Section 1.1.9.  
Developing interview questionnaire items from Duffy and Ask‟s best-practice 
guidelines for AOD policies in Australian workplaces 
Four items were aimed at eliciting participants‘ opinions in relation to how well the 
workplace AOD policy was developed and implemented; specifically, the extent to 
which the policy was developed and implemented according to Duffy and Ask‘s 
best-practice guidelines for AOD policies in Australian workplaces. These included: 
what level of consultation occurred in the development of the AOD policy, whether 
the AOD policy was comprehensive and universally applied, how the policy will be 
publicised on an ongoing basis, and whether changes in terms of the implementation 
of the AOD policy were gradual. These items relate directly to best-practice 
guidelines (as outlined above) numbers one, two, four, eight, and seven, respectively. 
Direct questions for guideline numbers three, five, six, nine, and ten were not 
included as part of the interview questions. In the case of guideline numbers six and 
nine, the answers to these questions were accounted for as part of the other 
questionnaire items that made up the interview. The guideline relating to the 
consideration of drug testing as a potential and complex option that can only be 
applied in limited domains (guideline number six), was accounted for by several 
items in the interview questionnaire, including the item relating to the context in 
which the workplace AODpolicy was developed, the item relating to what initiated 
the development of the workplace AOD policy (Section 5.5.1), the item relating to 
what information was used to inform the development of the programs that form part 
of the AOD policy, and the item relating to how the decision regarding AOD testing 
was arrived at (Section 5.5.2). The guideline relating to engendering employee 
compliance through the definition of roles and responsibilities, and education and 
training (guideline number nine), was accounted for by two items in the interview 
questionnaire, including the items relating to how the decision regarding AOD 
education was arrived at, and how the AOD policy was delivered.  
In the case of guideline numbers five and ten, it was unnecessary to pose these 
questions as part of the interview questionnaire as they regarded facts already known 
to the Doctoral candidate at the time of data collection. For example, the Doctoral 
candidate knew that there were instructions and procedures for responding to 
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drug-related incidents (guideline number five) because this was outlined in the policy 
document (Appendix A); including a question relating to this guideline would have 
been redundant. In terms of guideline number 10, which relates to the need to 
evaluate the implementation process, it was unnecessary to include a questionnaire 
item because the process evaluation undertaken as part of the Doctoral research 
constituted this industry‘s evaluation of the implementation process.  
In summary, there were 18 items overall in the interview questionnaire, 14 of which 
were based on the key components and main purposes of a traditional process 
evaluation, and four of which were based on the best-practice guidelines for the 
development and implementation of AOD policies in Australian workplaces. 
5.2 DATA COLLECTION PROCESS 
The semi-structured interviews were conducted following policy implementation at 
each of the three organisations. Policy implementation progressed according to 
different timelines for each organisation, with the policy being implemented (and 
interviews conducted) at one organisation within several months following joint-
policy development finalisation, and at the other organisations up to almost a year 
following finalisation of the policy. 
Potential participants were approached, reminded of the purpose of the research, 
given an explanation of the method to be undertaken, and invited to nominate an 
appropriate time and place for the interview to be conducted. For those participants 
who resided outside of the Brisbane area (where the Doctoral candidate was based), 
suitable times were arranged to conduct interviews during visits to the relevant 
regional sites. For the majority of participants it was possible to conduct the semi-
structured interview ‗face-to-face‘. Due to practical constraints for some participants, 
such as geographical distance and/or time limitations, alternative methods for 
including their responses to the questions were employed: one participant completed 
the interview via telephone, and two participants responded via email. Maliski and 
colleagues (2008) reported no differences in responses from participants who were 
interviewed via phone with those who were interviewed in person, and several 
authors have supported this assertion (Daggett, 2002; Koller, Nicholas, Salter Goldie, 
Gearing & Selkirk, 2006). All interviews (face-to-face and via telephone) were 
conducted by the Doctoral candidate. 
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Interviews were conducted at times and locations convenient to the participants and 
took on average 50 minutes to conduct. Interviews were conducted in quiet settings, 
chiefly in an office on the relevant work site where the interview was unable to be 
over heard by other employees (including management), and where the interview 
was unlikely to be disrupted. Because of the potentially sensitive nature of 
participant responses relating to their personal opinions about the process of 
developing and implementing the workplace AOD policy, the interviews were not 
recorded. All interviewees consented for notes to be taken by the Doctoral candidate 
during the interview. The decision not to record the interviews was made in order to 
best facilitate the frank conferring of opinions by interviewees. The steps taken to 
ensure the accuracy of responses in the absence of recorded (verbatim) answers are 
described below. 
5.3 DATA MANAGEMENT AND ANALYTICAL STRATEGY  
5.3.1 DATA MANAGEMENT 
A paraphrased version of the participant‘s responses to the interview questions were 
transcribed and sent (via email) to the relevant participant for their approval, within 
several days of the interview. Participants were encouraged to check for accuracy in 
the interpretation of their responses to the interview questions, and to add, change, or 
further explain any aspects of their original responses as they deemed necessary. 
Each transcribed interview was approved by the relevant participant prior to being 
included for analysis. This process is deemed as ‗member checking‘, and represents a 
standard approach in qualitative methods to ensure the quality of the data obtained 
(Murphy & Dingwall, 2003). There were no transcripts that required amendment. All 
participants responded by confirming that their interview question responses had 
been accurately and adequately recorded in their respective transcript. As such, it 
may be considered that the researcher compiled an accurate and trustworthy 
representation of the participant‘s views, thus heightening the validity of the process 
evaluation study. 
5.3.2 ANALYTIC STRATEGY 
Insofar as the interviewee responses to questions posed as part of the interview 
procedure were analysed according to each interview question and by membership to 
either the management or union delegate groups (additional details in Section 5.4), 
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the broad analytical strategy used in this study was conceptual content analysis. 
Conceptual content analysis refers to the analysis of qualitative data wherein a 
particular concept/s, in the case of this research project several questions based on a 
traditional process evaluation and Duffy and Ask‘s (2001) best-practice guidelines 
for AOD policy development and implementation, were selected for examination 
(Krippendorf, 2004). The sections below make explicit the assumptions made as part 
of this analytical strategy by describing in detail the particular method, methodology, 
approach, and epistemology employed. Making these assumptions explicit (in terms 
of the particular method, methodology, approach, and epistemology employed), is 
recommended by Braun and Clarke (2006) as being essential to good practice in 
qualitative research. 
Thematic method 
The qualitative data for this study were analysed using the thematic method. Several 
authors have identified the process of ‗thematicising meanings‘ as a generic 
technique/tool which is shared by a number of different (qualitative) analytic 
strategies (Boyatzis, 1998; Holloway & Todres, 2003; Ryan & Bernard, 2000). This 
method is used to identify, analyse, and report themes within a qualitative data set 
(Braun & Clarke, 2006). A theme is an important feature in the data that represents 
meaning or a pattern of responses relating to the research question (Braun & Clarke, 
2006). A theme usually denotes the prevalence of a feature of the data across the data 
set (Braun & Clarke, 2006). Prevalence is not the only determinant of a theme, 
however, as meaning, in terms of the importance of a theme in relation to the 
research question, is also an important consideration (Braun & Clarke, 2006). For the 
purposes of the process evaluation study, themes were analysed within each 
interview question. Within each interview question, themes were analysed according 
to the perspectives of each of the two main groups who were represented in the 
working party that developed and implemented the study industry‘s AOD policy. 
This is because these two main groups have traditionally held diverse perspectives 
regarding the rationale for and acceptability (or ‗fairness‘) of management-initiated 
policies. This is discussed in more detail in Section 5.4.1.  
Theoretical methodology 
In order to identify the themes within the data for this study, a theoretical (or 
deductive, or ‗top-down‘) methodology was used. In contrast to an inductive (or 
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‗bottom-up‘) approach that identifies themes in the data without the use of an 
existing theoretical framework, the deductive approach is driven by the researcher‘s 
theoretical interest (Braun & Clarke, 2006). A theoretical approach to the analysis 
was appropriate for the purposes of the process evaluation study, because the data 
were collected to answer specific interview questions (as detailed in Section 5.1), 
which are embedded in a particular ‗theory‘—that is, traditional process evaluation 
(and its components) and Duffy and Ask‘s (2001) best-practice guidelines for 
workplace AOD policy development and implementation (which are consistent with 
public health policy theory). The theoretical methodology used allowed for the 
inclusion of any and all themes that came up in relation to a particular interview 
question, so that emerging, unexpected issues were included, as well as those which 
may have been more expected, given a particular interview question.  
Semantic approach 
In identifying themes within the data set for this study, a semantic approach was used 
with regard to the level at which the themes were identified. Analysis of qualitative 
data which is focused at the semantic or explicit level is primarily concerned with the 
explicit meaning of what has been said by a participant (Braun & Clarke, 2006). This 
is in contrast to analysis conducted at a latent (or interpretive) level, which goes 
beyond the surface level of the data to examine the underlying ideologies of what is 
being said by the participant (Braun & Clarke, 2006). The semantic approach was 
appropriate for the purposes of this study, because the interview questions required a 
summary of the patterns in the data, according to their (explicit) meaning and 
implications with regard to particular theories (traditional process evaluation and the 
Australian best-practice guidelines for workplace AOD policy development and 
implementation). 
Essentialist/realist epistemology 
Decisions regarding the appropriate level at which themes in the qualitative data 
were to be identified (semantic) and the methodological approach to the analysis 
(theoretical), were based on the interview questions and the focus of the process 
evaluation study (to answer the research questions for the process evaluation). The 
interview questions (and the focus of the process evaluation study) were, in turn, 
embedded within an epistemology which was determined when the research project 
was being conceptualised. Research epistemology informs the interpretation of 
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meaning in the data (Braun & Clarke, 2006). The epistemology that guided the 
process evaluation study was the essentialist/realist perspective. This perspective 
interprets meaning as having a principally unidirectional relationship with language, 
with language enabling the articulation of meaning (Braun & Clarke, 2006). The 
semantic approach to the interpretation of meaning within the data is, therefore, 
consistent with the essentialist/realist perspective, in that it focuses on the explicit 
meaning of the participants‘ responses (language articulating meaning). 
5.4 SPECIFIC ANALYTICAL METHODS  
Using the method, methodology, approach, and epistemology described above, the 
qualitative data were analysed according to each interview question. Within each 
interview question, data were analysed by membership to either the management or 
union delegate groups. The sections below describe in detail the analysis by group 
membership, and the specific analytical steps undertaken. 
5.4.1 ANALYSING BY MEMBERSHIP TO EITHER THE MANAGEMENT OR UNION 
DELEGATE GROUPS  
Duffy and Ask (2001) argue that the success of management-initiated policies in 
workplaces that are highly ‗unionised‘ is dependent upon the support and 
cooperation of the relevant union bodies and their union delegates on the work site 
(employees who act as representatives for those employees who are members of the 
union). This is largely because the perspectives regarding the rationale for, and 
acceptability (or ‗fairness‘) of, these management-initiated policies, may differ 
between management and the employees (who are represented by the union bodies 
and their delegates) (Duffy & Ask, 2001; Fauske et al., 1996; Seijts et al., 2002). It is 
possible for the competing interests of the two groups to be accounted for through 
consultation in the development and implementation of a workplace policy, where 
mutually acceptable procedures and goals may be established (Duffy & Ask, 2001).  
As discussed in a previous section, those who participated in the present study were 
identified through their involvement in the development and/or implementation of 
the workplace AOD policy. These individuals were selected to participate in the 
development and implementation of the AOD policy because of their representation 
of either management or employees (as union delegates). The differing perspectives 
of these two groups and the importance of consultation appear to have been 
recognised in the conception of the study industry‘s AOD policy (in that union 
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delegates were invited to be part of the working party to develop the policy). In order 
to reflect the delineation in perspectives of the two groups, the data derived from the 
semi-structured interviews were analysed and reported according to group 
membership. The section below describes the analytical steps for this process. 
5.4.2 ANALYTICAL STEPS 
Figure 5.1 outlines the steps undertaken to analyse the interview response data 
obtained as part of the study evaluating the process of developing and implementing 
the workplace AOD policy. The analysis of the interview data focused on identifying 
themes within each interview question. Initially, familiarity was developed with the 
breadth and depth of the responses made by the participants. Individual responses to 
each interview question were then organised according to group membership 
(management, or union delegate group), and by organisation. After further 
examination of the data in this configuration, a search for themes within the 
responses by group (overall) was made, with consideration for organisation (within 
group) if the response contrasted with the respective group perspective. This step in 
the analysis involved exploring the data for an in-depth understanding of the 
perspectives of the participants (within each group) in their response to the interview 
questions. Themes were developed from these perspectives primarily as a result of 
the prevalence of particular concepts/features (in terms of the number of participants 
within the group who espoused a similar perspective in their response to the 
interview question), but were also determined by the elaborateness or emphasis of a 
response/s, and/or the contrary nature (among the perspectives within the group) of a 
response.  
In the final step of analysis, responses from the two groups (the management group, 
and the union delegate group) were collated for each interview question. This step 
involved analysing the data for common themes and contrasting responses within and 
between the two group responses (to each interview question). The findings from this 
final analytical step are reported in the results below, and are organised according to 
the responses (by both groups) to each interview question. Where relevant and 
appropriate, individual quotes from interview participants are incorporated 
throughout the collated responses to each interview question. Quotes have not been 
identified (other than by general group membership) for reasons of confidentiality—
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interview respondents were assured that their responses would not be identified, and 
ethics clearance for the study was granted on this basis.
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5.5 RESULTS: THE PROCESS OF DEVELOPING AND IMPLEMENTING 
THE WORKPLACE AOD POLICY 
The results presented below are the responses to those interview questions which 
pertain to how the workplace AOD policy was developed and implemented. The 
context in which the AOD policy was developed is also included in this section. 
These results serve one of the main purposes of a traditional process evaluation, 
which is to describe the implementation of the policy (as previously detailed).  
5.5.1 THE CONTEXT IN WHICH THE POLICY WAS DEVELOPED 
What was the context in which the workplace AOD policy was developed? 
Management representatives from all three organisations believed that the AOD 
policy was developed in the context of other large industries developing and 
implementing AOD policies. Union delegates from all three organisations also 
recognised this as a primary reason for its initiation. There was also agreement 
between the groups that not having an AOD policy (specifically, not having an AOD 
testing program) would mean, ―being seen as a soft-touch‖, particularly by 
itinerant/contract employees who are on site for short-term projects, and who may 
take advantage of there not being AOD testing by coming to work impaired by 
AODs. There was the perception in both groups (the management group, and the 
union delegate group) that there had been some evidence of AOD impairment on 
work sites, during work hours. Comments from members in the management group 
indicated that this evidence was unsubstantiated but that ―better management systems 
to deal with AOD issues‖, were nonetheless required. A member from the union 
delegate group indicated that a reason for management wanting such a ‗system‘ was 
to enable them to ―discipline‖ employees for their AOD transgressions in the 
workplace. 
Union delegates from all three organisations reported that the AOD policy was 
developed in the context of an overarching policy, ‗Fit for Duty‘, which also 
addressed the issue of fatigue in the workplace. The union delegates agreed that the 
employees‘ concern about the impact of fatigue on health and safety outweighed 
their concern regarding AOD impairment in the workplace. 
There was agreement across the two groups (the management group, and the union 
delegate group) that the notion of developing a workplace AOD policy originated at 
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one of the organisations who—recognising the need for a ―consensus-driven 
approach‖ in order to ensure the ‗success‘ of the policy—involved the relevant union 
bodies in the process. The union bodies subsequently insisted that the other two 
government-owned organisations (all three of which represent a State-based 
industry) be involved in the development of a common workplace AOD policy, and 
secured support from the State government for this process. The union delegate 
group believed in the need for union involvement in the process of developing and 
implementing a workplace AOD policy to ensure that the policy adequately took into 
account the rights of the employees, and that it was a ―good, fair, and sensible‖ 
policy.  
What initiated the development of the workplace AOD policy? 
The majority of participants (from both the management group, and the union 
delegate group) answered this question as part of the response to the preceding 
question, relating to the context in which the AOD policy was developed, with only a 
few additional points raised. Members from both the management and the union 
delegate groups reported that they believed that what initiated the policy was the 
concern, from a health and safety perspective, about the impact of AOD impairment 
in the workplace. There were, however, group differences in the interpretations of 
this concern. With regard to health and safety, the management group referred to 
their ―legal imperative to protect our people‖ from workplace injury/death caused by 
AOD impairment. Members from the union delegate group specified that while their 
concern was primarily for the safety of employees, they believed that management‘s 
‗legal imperative‘ was more about ―stand[ing] up to industrial and legal scrutiny‖ in 
the event of a workplace AOD-related incident (in other words, not being found to be 
culpable in the event of such an incident).  
Was there a seminal event that led to the development of the workplace AOD 
policy? 
There was agreement by the majority of members from both groups that there was 
not a particular event that led to the policy‘s development. 
Which parties needed to be considered in the development of the AOD 
policy? 
Members from both groups (the management group, and the union delegate group) 
agreed on which ‗parties‘ needed to be considered in the development of the 
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workplace AOD policy, these included: executive management from all three 
organisations, union delegates from all three organisations, State union officials 
(from the relevant union bodies), the relevant government departments, and the 
relevant external experts. While members from both groups also commented on the 
problem of not having enough representation (union delegates or management) at all 
work sites, especially on the smaller, more remote sites in one organisation, several 
members from the management group believed that, overall, there was an adequate 
and balanced representation of the major parties who needed to be considered. 
Several members from the union delegate group highlighted the importance of 
having employee representation (through the union delegates and union officials) in 
the policy development process, primarily because it was employees who were to be 
the recipients of the policy, and also because their cooperation would be required for 
the ‗successful‘ implementation of the policy. A member from the union delegate 
group also emphasised the important role that the main external expert played in the 
development and implementation processes, most especially because he was, 
―trusted‖ by all the groups involved. 
5.5.2 HOW WAS THE POLICY DEVELOPED AND IMPLEMENTED?  
Which parties were involved in developing the AOD policy, and how was that 
decision made?  
According to members from both groups (the management group, and the union 
delegate group), the parties involved in developing the AOD policy included: 
management from all three of the organisations, State union officials, union delegates 
(and by extension, the employees), and the external expert. There was some 
agreement between the groups that the decision as to which groups to involve in the 
policy development process came initially from the management of one organisation 
that approached the union bodies for their input, following consultation with an 
external expert and the drafting of an AOD policy document.  
Comments from management group members included: ―wide cross-sectional 
consultation is common practice in our organisation‖; ―anyone who had the skills 
thought necessary was involved‖; and, ―We saw this as an industrial relations issue, 
so all ‗industrial relations parties‘ needed to be involved, even though ‗Fit for Duty‘ 
is supposed to be a health and safety issue‖. For the remainder of members in both 
groups, there was some uncertainty and divergent views as to where this decision 
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was initiated. A member of the management group from a second organisation 
believed that the concept for developing an AOD policy originated at that 
organisation, and a union delegate member reported that the decision came from 
Government.  
What information was used to inform the development of the programs that 
form part of the AOD policy? 
There was unanimous agreement between the groups (the management group, and 
the union delegate group) that it was information from the relevant external experts 
that formed the basis of decisions regarding the development of the various programs 
that formed part of the AOD policy—the AOD testing and the AOD educational 
programs. There was one external expert reported to have initially been identified by 
the union bodies but who came to be trusted by all parties, who was integral to the 
success of the AOD policy. Input from the external expert allowed for ―meaningful 
dialogue‖ between the management and union delegate groups, and after 
incorporating feedback from the employees, decisions regarding these programs 
were made. Employees from all three organisations were also informed by the 
external expert, who visited all sites (at each of the organisations) to discuss the 
development of the policy and its progress, to provide preliminary education on 
AOD impairment in the workplace, and to ―reduce fears about AOD testing‖.  
How was the decision regarding AOD testing arrived at? 
Several management group members reiterated the importance of the external expert 
in informing decisions regarding the AOD testing component of the workplace AOD 
policy. One member reported that, ―we wanted to ensure independent methodology 
(using external expert advice) which was not dictated by Management‖. This advice 
included the importance of consultation in making decisions about AOD testing, and 
using a testing method that was consistent with the ‗community standard‘, in other 
words, roadside breath (for alcohol) and saliva (for drugs) testing used by Australian 
police to deter and detect impaired drivers. The external expert was also effective in 
making management members aware of the importance of providing employee AOD 
education, and making counselling and rehabilitation available (for employee 
substance dependency), to complement an AOD testing program.  
Union delegate members recognised the importance of an AOD policy in preventing 
impairment in the workplace and that consultation with management representatives 
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in reaching decisions regarding AOD testing was necessary. The original proposal by 
management to use the urine testing method was of concern to union delegate 
representatives and union officials and they ―spent a lot of time ensuring that a fair 
and equitable process for AOD testing was developed‖ as part of these consultations 
(eventually making sure that the saliva method of testing was adopted). 
How was the decision regarding AOD education arrived at? 
The content and delivery of the AOD education program was different across the 
three organisations. Management members from the first organisation reported that 
they had referred to what AOD education was being delivered in the mining industry, 
and then decided on a ‗product‘ that was ―the best available‖, given their budget. 
Their criteria for the education program was that it needed to be delivered by an 
external body and be able to, ―portray the meaning behind the policy procedure, 
including: the risks of AOD impairment, why we need to do testing, why everyone 
needs to be exposed to it, and that it is equal and fair‖. Union delegates from this 
organisation were not consulted regarding the details of the education program 
before it was delivered, but were able to verify that the content aligned adequately 
with the intent of the AOD policy, once implementation of it began.  
Management and union delegate representatives from the second organisation 
worked with the external expert to establish the content and delivery of their AOD 
educational program. Apart from the ‗information sessions‘ that were delivered by 
the external expert during the development of the AOD policy (which employees 
from all three organisations were exposed to), employees from the third organisation 
only received relatively brief (in comparison to the other two organisations), ―in-
house delivery of education‖. The union official reported that the original intent for 
the AOD educational program was that, ―there had to be a minimum level of 
education, comprehensive and formally delivered to all staff through an instructor, 
every six months‖. 
How was the AOD policy delivered? 
Initially, the policy was outlined to employees at all three organisations via 
information sessions delivered by the external expert during the development of the 
policy. Throughout the policy development phase, union delegates also relayed 
updates to employees, and the employees had the opportunity to raise concerns and 
questions, and to have these addressed at the consultative forums. When 
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development of the policy was finalised, more extensive (compulsory) education on 
policy procedures and workplace AOD impairment was delivered by (different) 
external bodies to (all) employees at the first and second organisation (not just new 
employees starting work at the respective organisation after the finalisation of the 
AOD policy). As discussed above, employees at the third organisation did not 
receive additional education by an external body, but (all employees) were updated 
by management via meetings as well as a website with a ‗frequently asked questions‘ 
section for employees regarding the policy.  
Alcohol and other drug testing was then implemented, and employees were also 
encouraged to ―self-manage and take responsibility‖ for their AOD use by accessing 
the available ‗self-testing AOD kits‘. A number of members from the management 
group believed that while the AOD policy was delivered according to its original 
intent, it would need to be reviewed regularly, as some unexpected difficulties had 
arisen in the process. For example, employees did not feel that their privacy was 
being defended in the process of notifying them that they had been randomly selected 
for AOD testing: ―we needed better definitions for confidentiality in this context, and 
clear testing processes‖.  
What were the expected outcomes of implementing the AOD policy?  
The majority of members from both groups (the management group, and the union 
delegate group) reported that the primary expected outcome was the deterrence of 
workplace AOD impairment, leading to a safer workplace. Members from both 
groups emphasised the expectation that the policy would especially deter contract 
employees from workplace AOD impairment, particularly those contractors who are 
employed to assist with short-term projects on the plant sites. Additional 
expectations reported by management members included: ―mitigating the risk of 
injury and property damage‖; being seen to have ―met certain expectations‖ with 
regard to the management of AODs in the workplace, and be ―on par‖ with other 
industries such as the mining industry; to demonstrate that AODs are not problematic 
within the industry; to encourage employees to make the right choices with regard to 
workplace AOD impairment, ―not to catch people who are using AODs‖; to 
encourage employees to make healthier ‗lifestyle choices‘ with regard to AODs, and 
to have this extend to employees‘ families; and enabling more efficient investigation 
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of workplace incidents by being able to conduct ‗for-cause‘ AOD testing (as per the 
AOD policy), in order to eliminate AODs as a cause of harm in the workplace.  
The union official proposed that he expected that the policy would help to foster 
greater tolerance and awareness of AOD dependency problems in employees, and 
that this would lead to the identification of, and assistance with, such problems. 
Other union delegate group members reported that they believed that an important 
outcome for employees was the knowledge they gained through the AOD education 
program, in terms of workplace AOD impairment, and their responsibilities in 
relation to the policy. There was also a member of this group who believed that his 
organisation only implemented the policy to ―look good to government‖, and that he 
did not ―believe [the organisation‘s] motivation was concern for employees‖. 
Another comment from this group regarding the outcome of implementing the 
policy, related to the consequence of being unable to use alcohol in the way in which 
it had been used in the workplace in the past, for example, at social functions, or to 
‗celebrate‘ the end of a working week, or the end of project. As a result of the AOD 
policy, ―it is a less fun workplace‖. 
5.6 RESULTS: HOW WELL THE POLICY WAS DEVELOPED AND 
IMPLEMENTED 
The results presented below are the responses to those interview questions that 
pertain to how well the workplace AOD policy was developed and implemented; 
specifically, the extent to which the policy was developed and implemented in the 
way in which it was intended. This section also includes a reflection on the extent to 
which the policy aligns with Duffy and Ask‘s (2001) best-practice guidelines for the 
development and implementation of workplace AOD policies in the Australian 
context. These results serve one of the main purposes of a traditional process 
evaluation, which is to account for the success (or failure) of the policy.  
5.6.1 TO WHAT EXTENT DID THE DEVELOPMENT AND IMPLEMENTATION OF THE 
AOD POLICY REFLECT WHAT WAS ORIGINALLY INTENDED FOR THE 
POLICY? 
Were there „winners‟ and „losers‟ in the development and implementation of 
the AOD policy? 
Several members from the management group believed that the union delegates and 
union officials (and by implication, the employees who they were representing) were 
the greater ‗winners‘, in that many ―concessions were made for them‖ in the policy, 
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and the ―robust consultation process‖ took a long time and was very expensive for 
the organisations to conduct. By contrast, there were members in the union delegate 
group who nonetheless believed that the AOD policy (particularly the AOD testing 
program) was a violation of employee rights. This was not, however, a view that was 
shared by all members of the union delegate group. Some believed that, ―we 
achieved a fair and reasonable policy‖. The majority of members from both groups 
agreed that there were only ‗winners‘ in terms of safety in the workplace, and that 
the education component of the AOD policy was valuable in raising awareness of the 
effects of AOD impairment in the workplace. 
Were there some components of the AOD policy that were better 
implemented than others? 
Reports from the management group were inconsistent with regard to whether some 
components of the policy were better implemented than others. While there was 
some agreement within the management group that the AOD education program 
―went smoothly‖, some management group members believed that the 
implementation process was, in general, ―overly complicated‖, and that it consumed 
too much of their organisation‘s time and other resources. For example, management 
representatives from one of the organisations recognised, once implementation 
began, that the number of random AOD tests that they had originally intended to 
conduct, would be too expensive and require too many resources to undertake. The 
management and union delegate members from a different organisation reported that 
there had not been sufficient consultation with employees from some of their smaller, 
more remote sites, and that this had made these sites‘ implementation of the policy 
challenging. Management members from two of the three organisations 
acknowledged that their employees had raised concerns regarding anonymity in the 
process of notifying individuals who had been randomly selected for AOD testing. 
This concern was also raised by several union delegate members; it was their belief 
that this was due mostly to new supervisors who had not been adequately trained on 
the details of the correct implementation of the AOD policy (in particular the AOD 
testing component of the policy). Additional concerns raised by union delegate group 
members regarding the implementation of the policy included: AOD education at one 
of the organisations was not comprehensive enough, self-test AOD ‗kits‘ were not 
widely available and were difficult for employees to access without fear of arousing 
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suspicion, and the union delegates at one organisation were not adequately consulted 
with regard to their approval of the final draft of the AOD policy. 
Were there any unanticipated consequences to the development and 
implementation of the AOD policy? 
There was inconsistency within both the management and union delegate groups 
regarding whether there were unanticipated consequences to developing and 
implementing the AOD policy. There were members from both groups who believed 
that there were, overall, no unanticipated consequences, and that implementation of 
the policy ―went well, smoothly‖. There were also members from both groups who 
reported that the breach of privacy in the process of notifying employees who had 
been randomly selected for AOD testing was an unanticipated consequence of 
implementing the AOD testing program. In addition, the time and cost related to 
AOD testing was considered by several members of the management group to 
represent further unanticipated consequences of the policy. Several union delegate 
group members remarked that a review of the policy, which was intended to take 
place approximately one year following implementation of the policy at all three of 
the organisations (by the individuals who had originally been involved in developing 
and implementing the policy), had not yet taken place. 
Any additional comments?  
This interview question was posed to provide the opportunity for participants to raise 
any issues that they deemed to be important, with regard to the process of developing 
and implementing the workplace AOD policy. The purpose of the question was to 
elicit perspectives that may not have otherwise been raised (in response to the other 
interview questions) or discussed sufficiently. The question was added to exploit the 
potential of the qualitative method to gain deeper perspectives from study 
participants, which would be difficult using alternative (quantitative) methods. 
While some members of the management group believed that earlier consultation (in 
the process of policy development) with union representatives would have been 
advantageous, in that it would have reduced the length, complexity, and cost of 
developing the AOD policy, other management group members felt that there was 
too much consulting and that they would not choose to use this process in developing 
subsequent policies. There was also concern that employees would ―expect to be 
consulted (via the union delegates)‖ in the development of subsequent policies. Other 
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comments by management group members included: that there needed to be 
continuity of senior management representatives, who were responsible for the 
policy throughout its development and implementation; and that having to 
collaborate with other organisations to develop the AOD policy had further 
complicated the process.  
Union delegate group members added that ongoing review of the policy, and 
incorporating feedback from employees, was important, and that a system to enable 
resolution of disputes regarding the policy and its implementation should have been 
incorporated into the policy during its development.  
There was agreement by members across the two groups that while the process of 
developing the policy took a long time and involved ―vigorous and heated debate at 
times between the management and the union delegates‖, it resulted in a thorough 
policy that has ―the potential to be the best workplace AOD policy in the country, to 
set State and national standards for such policies‖. 
5.6.2 TO WHAT EXTENT DID THE DEVELOPMENT AND IMPLEMENTATION OF THE 
AOD POLICY REFLECT BEST PRACTICE? 
In Section 5.1, the best-practice guidelines for developing and implementing 
workplace AOD policies in the Australian context were outlined. The results 
presented below are the responses to those interview questions that explicitly 
measured features of these best-practice guidelines. 
What level of consultation occurred in the development of the AOD policy? 
This question measured two features of the best-practice guidelines. The first 
guideline relates to the importance of consultation in the development phase of a 
workplace AOD policy. The second guideline relates to the importance of 
developing a workplace AOD policy that is specific to a particular organisation (or 
industry), and which takes into consideration the influence of union bodies in that 
particular organisation (or industry).  
The management group unanimously reported that they perceived the level of 
consultation to be extensive, with several members asserting their belief that there 
was too much consultation and too many individuals involved in the consultation 
process. Comments from members of the union delegate group regarding the level of 
consultation included that it was: ―adequate‖; ―Good, it couldn‘t have been more 
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consultative‖; and ―very comprehensive‖. Members of the union delegate group 
reported that the consultation process that occurred was sufficient to allow for ―solid 
debate between the groups‖, and that having the input of the external expert 
throughout the consultative process ―was invaluable‖, especially as there was ―a lot 
of tension between the different parties (the management and the union delegate 
groups)‖. However, not all members of the union delegate group believed the level of 
consultation to be sufficient, in that it did not always include the ―wider workforce‖, 
with feedback to employees regarding the policy development process being limited 
to ―what union delegates were able to undertake without support from management‖. 
As a consequence, it was usually only those employees who were members of one of 
the relevant union bodies (for which there was representation in the development of 
the policy), who were included in the feedback (and consultation) process. This issue 
was particularly evident on the smaller, more remote sites in one organisation, where 
there was no union delegate representation and, therefore, very limited involvement 
in the consultative process by any employees who were based on those sites. 
Was the AOD policy comprehensive and universally applied? 
This question also measured two features of the best-practice guidelines. The first 
guideline relates to the importance of the universal application, of workplace AOD 
policies, to all employees. The second guideline refers to the need to develop 
workplace AOD policies that are comprehensive. 
The majority of members from both groups (the management group and the union 
delegate group) reported that they believed that the AOD policy was overall 
comprehensive and universally applied. However, there were examples from 
members in both groups of instances where the policy may have been more 
comprehensive and more consistently applied. A member from the management 
group reported that the AOD education that employees at his organisation were 
exposed to did not contain sufficient procedural information regarding the policy. 
Another management group member believed that it was only in the process of 
implementing the policy that their organisation realised that they had not accounted 
for every eventuality in the development of the AOD policy. Uncertainty as to the 
universal application of the policy by all organisations in the future, when each 
organisation will be responsible for their own application of it, was also a concern 
raised. One union delegate member raised concerns about the current universality of 
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the policy‘s application, in that he believed that not all contract employees had a 
clear understanding of the rules of the policy. Union delegate members across the 
organisations reported that they did not believe that the policy had, ―been applied to 
the letter‖, and that the application of the policy had been, in some instances, 
―reinterpreted by management‖. An example of this was the process used by 
management to inform an employee that they had been selected for a random AOD 
test. Union delegate members believed that the process used was contrary to the 
original intent of the policy, which was expected to disguise the identity of the 
employees as much as possible. 
How will the policy be publicised on an ongoing basis? 
This question measured a feature of the best-practice guidelines that refers to the 
need to publicise the workplace AOD policy in an appropriate and equitable way.  
Members from both groups (the management group and the union delegate group) 
reported that training on the AOD policy forms part of all inductions for new 
employees. Other methods reported by members from the management group for 
publicising the AOD policy on an ongoing basis included: regular reports on the 
outcomes of AOD testing to executive management teams, health and safety 
committees, and all employees; posters; websites; videos; emails; newsletters; 
‗refresher courses‘ for all employees; and, additional training as part of all new 
promotions to supervisory roles. Some members from the union delegate group 
believed that ongoing publicity of the AOD policy was not adequately addressed 
during the development of the AOD policy, that there was not sufficient ongoing 
publicity occurring on work sites, and that where it was occurring—as part of 
inductions for new employees—it was being conducted by (internal) instructors who 
lacked the knowledge and expertise to train employees in workplace AOD 
impairment. The union official stated that the intention for the ongoing publicity of 
the AOD policy included comprehensive education on workplace AOD impairment 
and for the AOD policy to be ―formally delivered‖ (by an adequately trained 
instructor) bi-annually.  
Were changes, in terms of the implementation of the AOD policy, gradual? 
This interview question measured a feature of the best-practice guidelines that refers 
to changes with regard to the implementation of workplace AOD policies, and the 
importance of the change being gradual and informed for employees.  
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Members from both the management and union delegate groups believed that the 
changes were gradual, in that employees had been aware that the policy was 
imminent approximately 18 months before it was implemented. Several members of 
the management group reported that employees were ―looking forward to‖ and 
―welcomed‖ the testing, because it would make the workplace safer—especially with 
regard to contract employees, who were believed to present the greatest risk with 
regard to workplace AOD impairment. There was agreement across the groups that 
once the policy was finalised, implementation occurred rapidly, with AOD testing 
following closely after delivery of the AOD education program. During the 
development of the AOD policy, it was agreed that a ‗trial-run‘ of the AOD testing 
would be instituted, to enable employees to adjust to the testing process. Each of the 
three organisations did this slightly differently. For example, one organisation 
established the first three months of random testing as a ―no-consequence period‖ 
(for positive AOD tests). 
5.7 SUMMARY AND IMPLICATIONS 
The process evaluation sought primarily to assess how well the workplace AOD 
policy was developed and implemented. The evaluation used qualitative methods to 
elicit in-depth perspectives from individuals (key informants) who were integral to 
the process of developing and implementing the study industry‘s AOD policy. 
Qualitative methods were most appropriate and valuable for the purposes of the 
process evaluation. This is because the type of information that is sought through a 
process evaluation is generally ‗rich‘ and detailed; process evaluations are most 
commonly qualitative in nature (Linnan & Steckler, 2002; Tessaro et al., 2002). 
While quantitative methods, for example, in the form of a survey, may have provided 
an alternative to the semi-structured interviews; it is unlikely that the data collected 
could have contained the richness and nuance that the qualitative data was able to 
garner. While it is not reported as part of the process evaluation study, a process 
evaluation concept, the extent to which policy recipients perceive the policy to have 
been effective (‗fidelity‘ of the policy), was measured quantitatively as part of the 
integration of the process, impact, and outcome evaluation findings (Chapter 8). This 
quantitative measure appears to indicate support for the qualitative process 
evaluation findings, in that employees did perceive the policy to be effective 
(Chapter 8, Section 8.5.2). 
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Through a number of open-ended interview questions corresponding with the main 
components of a traditional process evaluation, and Duffy and Ask‘s (2001) 
guidelines for developing and implementing AOD policies in Australian workplaces, 
this study was able to gain insight into the process of developing and implementing 
the workplace AOD policy, and how well the policy was developed and 
implemented. The strengths of the methods used for this study include: 
 The constructs measured as part of this study are based on theory and/or 
are evidence-based. 
 The qualitative data for this study were collected, managed, and analysed 
according to rigorous methods for qualitative research: 
o Every effort was made to ensure the validity of the data collected by 
checking the accuracy of the data with the key informants who 
participated in the interviews. 
While the findings from the study indicate that, overall, the policy was well done in 
that it was implemented according to its original intent, and developed and 
implemented primarily according to Duffy and Ask‘s (2001) best-practice for 
workplace AOD policies in Australia, there are a couple of points that challenge this. 
First, there were differences across the three study organisations with regard to the 
AOD educational program, in that one of the organisations in particular did not 
implement a program which was as ‗formal‘ as what was implemented in the other 
two organisations. Some of the interview respondents suggested that the education 
that employees received in this first organisation was not comprehensive enough. 
Second, findings indicated a problem in more than one of the organisations, with 
regard to the anonymity of the process of identifying employees who had been 
randomly selected for AOD testing.  
It is possible that differences across the organisations, with regard to the AOD 
educational program, may have influenced the uptake and acceptance of the policy 
by employees, and subsequently determined the impact and outcome of the policy to 
reduce workplace AOD impairment. Similarly, the perception that employees‘ 
privacy rights had been violated could potentially have had an effect on the 
acceptance of the policy. The extent to which these findings could influence the 
impact and outcome of the policy to reduce workplace AOD impairment may be 
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tempered by the fact that the policy was comprised of multiple components, such that 
the limitations of one (for example, the AOD educational program, in the case of one 
of the study organisations) may be accounted for by the effectiveness of the others 
(for example, the AOD testing program). In other words, the policy may still have 
the ability to reduce workplace AOD impairment, even if the AOD educational 
program was not as comprehensive as it may have been. 
In general, these findings have implications for the industry that implemented the 
workplace AOD policy and for other workplace AOD policy-makers, because, if the 
impact and outcome of the policy are effective, then it is reasonable to assume that it 
was how the policy was developed and implemented that facilitated this result.  
This study represents the first component (process) of the formal evaluation of the 
study industry‘s workplace AOD policy, to ensure the adequacy and appropriateness 
of the policy, but also to generate evidence to address substantial existing gaps in the 
knowledge regarding the development and implementation of effective workplace 
AOD policies. 
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Chapter 6: The Impact Evaluation Study 
This chapter presents the methods, analytical approaches, and results of the study 
evaluating the impact of the study industry‘s workplace AOD policy. First, the 
chapter details the instrument development for the study, the data collection process, 
and the data management and analytical strategy used (Sections 6.1 to 6.4) to address 
the following Doctoral research question: did the implementation of the workplace 
AOD policy have an impact on the measured risk factors for workplace AOD 
impairment? Second, the chapter provides a description of the main characteristics of 
the study sample as measured prior to the implementation of the AOD policy (on the 
pre-policy implementation questionnaire) (Section 6.5). Third, the process for 
measuring changes (in the risk factors for workplace AOD impairment) from pre- to 
post-policy implementation is described (Section 6.6). Finally, the chapter describes 
the specific analytical methods used and presents the results that correspond with the 
research question (Section 6.7). Specifically, the hypotheses concerned whether the 
implementation of the workplace AOD policy changed (or impacted upon) the risk 
factors for workplace AOD impairment in an individually linked sample (Section 6.8 
to 6.9). The chapter concludes with a summary and implications of the findings for 
this study (Section 6.10). 
6.1 RISK FACTORS FOR WORKPLACE AOD IMPAIRMENT 
Impact evaluation is traditionally concerned with assessment of the more direct 
effects of a policy and is commonly consistent with the measurement of that policy‘s 
objectives (Hawe et al., 1990b). Several constructs which were recognised 
(according to theory and evidence) as being the possible risk factors for workplace 
AOD impairment—‗risk factors‘ being synonymous with public health taxonomy to 
describe the precursors to disease or health outcomes (including behaviour)—were 
measured prior to and following implementation of the policy. Changes in the 
incidence of these risk factors (as reported by participants/employees in their 
questionnaires, prior to and following implementation of the policy) constituted the 
policy‘s objectives and, therefore, represented the impact of the policy. Justification 
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for inclusion of each of the measured risk factors is reported in Sections 6.2.2 to 
6.2.5. 
6.2 INSTRUMENT DEVELOPMENT FOR THE IMPACT EVALUATION 
STUDY 
The instrument used in the impact and outcome evaluation studies was a 
questionnaire containing a series of closed-ended questions, including dichotomous 
and multiple choice questions, as well as Likert-scale questions. There was no 
existing, appropriate data collection instruments to address the Doctoral research 
questions. As such, an instrument was developed using existing theory, and included 
some validated measurement tools, all of which are described in subsequent sections. 
The questionnaire was conducted at two time-points, with employees from the 
participating organisations—prior to the implementation of the workplace AOD 
policy, and following policy implementation. Participants self-completed the 
questionnaire using a ‗pen and paper‘ format. The closed-ended questions were 
specifically designed to answer the research questions that relate to the impact and 
outcome evaluation studies. Copies of the pre- and post-policy implementation 
questionnaires are included in Appendix B and C.  
The sections below describe those items that were included in the questionnaire for 
the purposes of answering the research question related to the impact evaluation 
study, and include an outline of the theories from which the items were derived. Item 
development for the study evaluating the outcome of the policy is described in 
Chapter 7, Section 7.1. Where possible, groups of questionnaire items relating to one 
construct were mixed with the items from other constructs in order to reduce the 
likelihood of response bias by participants (resulting from repetition). The 
questionnaire items included to enable the linking of pre- and post-implementation 
questionnaires, and the process of piloting the questionnaire (which is relevant to 
both the impact and outcome evaluation studies), are also described in subsequent 
sections.  
6.2.1 MATCHING PRE- AND POST-POLICY IMPLEMENTATION QUESTIONNAIRES 
In order to match individuals‘ pre- and post-implementation questionnaires without 
identifying information, a ‗code‘ was devised that was deemed sufficiently 
anonymous, but which would (ideally) be answered by the participant in the same 
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way on both questionnaires. The code consisted of two items at the beginning of both 
questionnaires requesting from the participants the: ―…last 3 letters of your mother‘s 
maiden name‖, and ―…month of your birth‖ (Appendix B, Questions 1-2). 
6.2.2 GENERAL ALCOHOL AND ILLICIT DRUG USE 
The main purpose of the AOD policy was to reduce workplace-specific AOD 
impairment. Being impaired by AODs in the workplace, by definition requires an 
individual to use AODs in general. General AOD use was measured as part of this 
study because it may potentially be a risk factor for workplace-specific AOD 
impairment, and in order to explore the effect of the workplace AOD policy on 
employees‘ general AOD use.  
Alcohol use 
The Alcohol Use Disorders Identification Test (AUDIT), was included in the 
questionnaire to measure alcohol use. This measurement tool was developed by 
Saunders, Aasland, and Babor (1993) in collaboration with the World Health 
Organisation. The AUDIT was originally developed to assist in the detection of 
persons with harmful alcohol consumption in the clinical setting (Saunders et al., 
1993). It has since been widely used and validated in a variety of populations 
(Boschloo et al., 2010; Davey, Obst & Sheehan, 2000; Donovan, Kivlahan, Doyle, 
Longabaugh & Greenfield, 2006; Nesvåg et al., 2010 ; Neumann et al., 2009; Obst, 
Davey & Sheehan, 2001; Saunders et al., 1993; Younga & Maysona, 2010). 
Consistent with the standard method for measuring alcohol using the AUDIT, 10 
items were included in the questionnaire (Appendix B, Questions 30-39). The first 
three items related to the amount and frequency of alcohol consumption, and the 
remaining items measured hazardous use (for example, memory loss, remorse, and/or 
injury following alcohol consumption) and dependency. The first eight questions had 
five possible responses, with scores which ranged from 0 to 4. For the last two 
questions, which only had three possible responses, the scoring was 0, 2, and 4. 
Scores for each item were added to establish an overall score. According to the 
standard method for scoring the AUDIT, an overall score of less than 8 indicates 
alcohol use at levels that are not harmful; scores between 8 and 14 for men, and 
between 8 and 12 for women, indicate use at levels that are harmful or hazardous; 
and scores greater than 14 for men, and greater than 12 for women indicate the 
likelihood of alcohol dependence.  
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Illicit drug use 
The AOD testing program that was implemented as part of the workplace AOD 
policy only screens employees for evidence of impairment from cannabis, 
amphetamine-type substances (including methamphetamines), heroin, and cocaine, 
in their illicit forms. Accordingly, the measurement of general illicit drug use by 
employees in this study focused on cannabis, amphetamines, heroin, and cocaine. 
Four items in the questionnaire were used to measure general illicit drug use, with 
one question for each of the illicit substances (Appendix B, Questions 40-43). Each 
item had six possible responses, relating to how recent the use of the particular 
substance was. Responses ranged from ―have never used‖ to ―[used] within the last 
24 hours‖. These four items have been used to measure illicit drug use in several 
studies, with a variety of populations (Davey, Leal et al., 2007b; Davey, Richards & 
Freeman, 2007; Davey & Freeman, 2009; Davey, Freeman & Armstrong, 2008).  
6.2.3 KNOWLEDGE  
While it represents only a small part of what predicts behaviour change, knowledge 
has long been recognised as having a role in predicting health behaviour change 
(Centers for Disease Control and Prevention, 2000; Hingson & Sleet, 2006; Ryan, 
2009; Vinodkumara & Bhasi, 2010; Weiss et al., 2004). As part of their best-practice 
guidelines for developing and implementing AOD policies in Australian workplaces, 
Duffy and Ask (2001) refer to the need to provide employees with information 
regarding AOD use in the workplace (as outlined in Chapter 5, Section 5.1.2). 
Indeed, the study industry‘s policy targeted employee knowledge of AOD 
impairment, through an AOD educational program that was compulsory for all 
employees. This study sought to measure how this knowledge was affected by the 
policy‘s implementation, and included it as a risk factor for workplace AOD 
impairment because of the relationship between knowledge and behaviour (as 
described above). Three multiple choice items were included in the questionnaire to 
measure knowledge (Appendix B, Questions 7-9), and were selected to represent the 
fundamental specifics regarding AOD impairment. The first two items related to the 
length of time it takes males and females, respectively, to metabolise one standard 
alcoholic drink. An explanation and examples of a standard drink were included in 
the questionnaire. There were four possible responses to these items, including the 
correct response, ―don‘t know‖, and two other responses that were not correct. The 
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third item had three possible responses, including the correct response, ―don‘t 
know‖, and one other response that was not correct. This item related to illicit drugs, 
specifically, whether cannabis impairs an individual for a longer period of time than 
amphetamine-type substances generally can. 
6.2.4 BEHAVIOURAL INTENTIONS  
The theory of planned behaviour  
There is a substantial body of evidence to support the assertion that behavioural 
intentions, provided they are appropriately measured, are able to predict specific 
behaviours with considerable accuracy (Ajzen, 2005). Several meta-analyses across a 
range of behavioural domains reported that a substantial proportion of variance in 
actual behaviour is explained by behavioural intentions (Armitage & Conner, 2001; 
Notani, 1998; Randall & Wolff, 1994; Sheeran, 2002; Shepherd, Hartwick & 
Warshaw, 1988). The Theory of Planned Behaviour (TPB) was developed to account 
for the antecedents of behavioural intentions in order that they may be measured and 
used to explain and predict human behaviour (Ajzen, 1991). According to the TPB, 
behavioural intentions can be predicted by knowing whether people are in favour of 
undertaking a particular behaviour (attitude), how much social pressure they feel to 
undertake that behaviour (subjective norms), and whether they feel in control of 
undertaking that behaviour (perceived behavioural control) (Francis et al., 2004; 
Sharma & Romas, 2008) (Figure 6.1).  
 
Figure 6.1. The Theory of Planned Behaviour 
Behaviour 
Behavioural 
Intentions 
Attitudes 
Subjective 
Norms 
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 The TPB purports that people contemplate the implications of their behaviour 
before deciding to engage/disengage in a particular behaviour (Sharma & Romas, 
2008). This is in contrast to Freudian and other theories that view human behaviour 
as being motivated largely by unconscious motives/desires (Sharma & Romas, 
2008). The TPB emphasises the role of thoughts in decision making about which 
behaviours to engage in, and cognitive self-regulation to predict human behaviour 
(Ajzen, 1991; Sharma & Romas, 2008). Generally, the more favourable the attitude 
and subjective norms, and the greater the perceived behavioural control, the stronger 
the person‘s intention should be regarding the behaviour in question (Ajzen, 1991). 
The relative importance of the three antecedents is expected to vary across 
behaviours and situations (Ajzen, 1991). Nonetheless, a considerable amount of 
variance in behavioural intentions can be accounted for by attitudes, subjective 
norms, and perceived behavioural control (Ajzen, 1991).  
 The TPB has been applied in the design of strategies to help people adopt 
health behaviours, on the basis that changing people‘s attitudes, subjective norms, 
and perceived behavioural control may improve the likelihood of people ‗doing‘ the 
desired behaviour (Francis et al., 2004). Similarly, the TPB is used to predict the 
likelihood of particular health behaviours being ‗performed‘ (Francis et al., 2004). 
The TPB is not without its limitations, and has been criticised for not taking into 
account demographic variables, cultural, and personality-related factors—all of 
which have been found to influence behaviour (Sharma & Romas, 2008). Ajzen‘s 
(2008) response in defence of the TPB is that these factors are not neglected; rather, 
they are assumed to indirectly influence behavioural intentions and actual behaviour 
by affecting the antecedents of behavioural intentions (attitudes, subjective norms, 
and perceived behavioural control).  
There have been several studies to determine what other factors might be added to 
those already measured as part of the TPB, which would account for additional 
variability in behaviour. For example, there is evidence that self-identity accounts for 
variability over and above that accounted for by the TPB constructs (Armitage & 
Conner, 1999; Jackson, Smith & Conner, 2003; Sun, Guo, Wang & Sun, 2006), as 
does past behaviour (Jackson et al., 2003), and anticipated regret (Paschal & Orbell, 
1999). More recently, Schwarzer and colleagues developed the Health Action 
Process Approach based on evidence that the constructs, perceived self-efficacy and 
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strategic planning, act as mediators between behavioural intentions and behaviour 
(Schwarzer & Luszczynska, 2008). Consequently, these constructs need to be 
accounted for in accurately predicting behaviour and in understanding what is likely 
to result in translating behavioural intentions into behaviour (Schwarzer & 
Luszczynska, 2008). 
Developing questionnaire items from the theory of planned behaviour  
 Behavioural intentions and the antecedents of behavioural intentions were 
included as risk factors for workplace AOD impairment because of their relationship 
to behaviour (according to the TPB). In other words, according to the TPB, if an 
individual intends to come to work impaired by AODs, they may be likely to do so in 
the future (making the intention to come to work impaired a risk factor for workplace 
AOD impairment). In accordance with the TPB, the impact evaluation study sought 
to measure the effect of the policy on employee behavioural intentions, and on the 
antecedents of behavioural intentions: attitudes, subjective norms, and perceived 
behavioural control.  
The questionnaire items for this study were developed using the manual for 
constructing questionnaires based on the TPB, which was developed by Francis, 
Eccles and colleagues (2004). This manual outlines the standard protocol for 
constructing a questionnaire from this theory. The manual provides specific 
instructions for the development of items for each TPB construct (behavioural 
intentions, attitudes, subjective norms, and perceived behavioural control). The 
manual also provides examples of items with the purpose of them being modified to 
measure the particular behaviour of interest that is relevant to the respective study. 
These instructions and examples were used in the development of the study 
questionnaire. The behaviour of interest for the study industry (and for the Doctoral 
research project) is workplace AOD impairment. According to the convention 
described by Francis and colleagues (2004): three items were included to measure 
behavioural intentions, four items were included to measure attitudes, three items 
were included to measure subjective norms, and four items were included to measure 
perceived behavioural control. All TPB constructs were measured on a seven-point 
scale, according to the TPB convention prescribed by the manual for constructing 
questionnaires based on the TPB (Francis et al., 2004).  
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The behavioural intention items related to employees‘ intentions regarding coming to 
work impaired by alcohol and/or other drugs, and specified which illicit drugs were 
being referred to. Each of the three items posed the same question with slight 
variations in wording, for example: ―I don‘t intend to…‖; ―I don‘t want to…‖; and ―I 
don‘t expect to…‖ (Appendix B, Questions 11; 18; and 24). The items had seven 
possible responses on a Likert-scale ranging from 1 (―strongly disagree‖) through to 
7 (―strongly agree‖), included a ‗neutral‘ position (―unsure‖). The attitude items 
related to employees‘ attitudes towards coming to work impaired by alcohol and/or 
other drugs, and specified which illicit drugs were being referred to. Each item had 
seven possible responses on a Likert-scale which ranged from 1 through to 7. While 
the question remained the same for all four attitude items, the values of the seven-
point scale varied to include: ―harmful‖ (1) through to ―beneficial‖ (7); ―good‖ (1) 
through to ―bad‖ (7); ―pleasant (for me)‖ (1) through to ―unpleasant (for me)‖ (7); 
and ―foolish‖ (1) through to ―wise‖ (7) (Appendix B, Question 29). 
The subjective norm items related to whether employees were influenced by the 
subjective norms regarding coming to work unimpaired by alcohol and/or other 
drugs, and specified which illicit drugs were being referred to. Each of the subjective 
norm items posed the same question with slight variations in wording, for example: 
―It is expected of me that I don‘t…‖; ―I feel under social pressure not to…‖; and, 
―Most people who are important to me think that I should not…‖ (Appendix B, 
Questions 13; 15; and 27). Items had seven possible responses on a Likert-scale 
which ranged from 1 (―strongly disagree‖) through to 7 (―strongly agree‖), and 
included a ‗neutral‘ position (―unsure‖). The items developed to measure perceived 
behavioural control related to whether employees felt in control of coming to work 
unimpaired by alcohol and/or other drugs, and specified which illicit drugs were 
being referred to. The perceived behavioural control items posed the same question 
with slight variations in wording, for example: ―The decision…is beyond my 
control‖; ―I am confident that I could…if I wanted to‖; ―It is not entirely up to 
me…‖; and, ―It would be easy for me not to…‖ (Appendix B, Questions 20; 22; 26; 
and 28). The items had seven possible responses on a Likert-scale that ranged from 1 
(―strongly disagree‖) through to 7 (―strongly agree‖), and included a ‗neutral‘ 
position (―unsure‖).   
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6.2.5 PERCEPTIONS OF DETERRENCE  
The deterrence theory  
The classic deterrence doctrine proposes that individuals will avoid a particular 
behaviour if they fear the perceived consequences of being apprehended for that act. 
More specifically, the theory suggests that behaviour, specifically illegal offending 
behaviour, is inversely related to the perceived certainty, severity, and swiftness of 
the punishment that is likely to follow the behaviour (Ross, 1992; Taxman & 
Piquero, 1998). This theory makes the implicit assumption that human behaviour is 
influenced by legal sanctions/punishment (of particular behaviour[s]) and more 
specifically, that legal sanctions are most effective in deterring particular 
behaviour(s) when the potential ‗lawbreaker‘ perceives that there is a high likelihood 
of apprehension, and that the punishment will be administered quickly, and be severe 
(Ross, 1992; Taxman & Piquero, 1998).  
Since its development, the original theory has been criticised for over-emphasising 
the effect of legal sanctions in deterring offending behaviour (Webb, 1980), and the 
evidence to support the theory has been mixed. For example, while some studies 
have shown support for the certainty of punishment having a statistically significant 
effect in deterring offending behaviour and no support for perceived severity having 
any effect (Erickson & Gibbs, 1976; Kelley, Fukushima, Spivak & Payne, 2009; 
Pogarsky & Piquero, 2004), others have found evidence for the role of perceived 
severity in deterring potential offenders (Tavaras, Mendes & Costa, 2008), or support 
for both certainty and severity (Freeman & Watson, 2006). Several authors proposed 
an expansion of deterrence theory to more accurately explain and predict offending 
behaviour, and to include, in particular, measures of ‗non-legal sanctions‘, in order to 
determine the effect on deterrence (Anderson, Chiricos & Waldo, 1977; Berger & 
Snortum, 1986). Non-legal sanctions include social stigma, (for example, peer 
disapproval) as well as internalised feelings of guilt or shame, and the threat of 
physical deprivation (for example, not having the use of a vehicle following an 
accident) (Berger & Snortum, 1986; Homel, 1988). More recent studies have found 
evidence for the effect of the anticipated shame of being punished, or actually being 
punished for an offence, as representing important deterrents to offending (Kelley et 
al., 2009; Rebellon, Piquero, Piquero & Tibbetts, 2010). 
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 Arguably the most profound extension or ‗reconceptualisation‘ of the original 
deterrence theory was proposed by Stafford and Warr (1993). Stafford and Warr 
(1993) argued that it is not merely an individual‘s experience with punishment that 
impacts upon (or explains) subsequent behaviour, but that their own evasion of 
punishment (‗direct punishment avoidance‘) for a crime committed may be a 
powerful indicator of the likelihood of the commission of further crime. In addition, 
they recognised that behaviour may be influenced by the individual‘s knowledge of 
others‘ evasion of punishment for crimes committed (‗indirect/vicarious punishment 
avoidance‘). In effect, this extension of deterrence theory purports that an 
individual‘s offending behaviour is directly affected by their personal experience 
with punishment and punishment avoidance, their vicarious (indirect) experience 
with punishment and punishment avoidance, and their perceived certainty of being 
punished for the offence (Paternoster & Piquero, 1995a; Stafford & Warr, 1993). 
More specifically, Stafford and Warr (1993) argued that individuals are deterred 
from undertaking offending behaviour when a combination of personal and vicarious 
experiences with punishment lead to the perceived certainty that they will be 
punished for that behaviour. Conversely, when the combination of personal and 
indirect experiences with punishment avoidance does not lead to the perceived 
certainty that they will be punished for that behaviour, a deterrent effect does not 
occur.  
Several studies have empirically tested this extension of deterrence theory (Freeman 
& Watson, 2006; Paternoster & Piquero, 1995b; Piquero & Paternoster, 1998; Sitren 
& Applegate, 2007; Watling, Palk, Freeman & Davey, 2010). The majority of these 
studies found support for Stafford and Warr‘s (1993) central tenet that a combination 
of both personal and indirect experiences with punishment and punishment 
avoidance are important in determining an individual‘s decisions about undertaking 
offending behaviour. More specifically, those studies that measured indirect 
punishment avoidance found support for the assertion that exposure to indirect 
punishment avoidance produces increased chances of the offending behaviour 
occurring (Piquero & Paternoster, 1998; Sitren & Applegate, 2007; Watling et al., 
2010). Similarly, the experience of personal punishment avoidance was found to be 
positively associated with the intention to offend (Freeman & Watson, 2006; 
Paternoster & Piquero, 1995a; Piquero & Paternoster, 1998; Sitren & Applegate, 
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2007; Watling et al., 2010). However, none of the studies that measured personal and 
indirect punishment found support for Stafford and Warr‘s (1993) claim that the 
experience of punishment (personal or indirect) deters subsequent offending 
behaviour (Freeman & Watson, 2006; Piquero & Paternoster, 1998; Sitren & 
Applegate, 2007). To the contrary, significant positive associations were found 
between personal punishment experience and the likelihood of offending, as well as 
between indirect punishment experience and the likelihood of offending (Piquero & 
Paternoster, 1998; Sitren & Applegate, 2007).  
Developing questionnaire items from deterrence theory 
Employee perceptions of deterrence with regard to workplace AOD impairment were 
targeted by the workplace AOD policy, through the AOD testing program. The 
impact evaluation study sought to measure the effect of the policy on employee 
perceptions of deterrence. The relevant constructs from the original (classical) 
deterrence theory, as well as Stafford and Warr‘s (1993) re-conceptualisation of the 
deterrence theory (as described in the previous section) were employed to inform 
items on the questionnaire related to perceptions of deterrence. Perceptions of 
deterrence and experience with punishment avoidance were included as risk factors 
for workplace AOD impairment because, according to deterrence theory, if an 
individual does not perceive sufficient deterrence not to come to work impaired 
and/or they experience (directly or indirectly) punishment avoidance for workplace 
AOD impairment, then they may be more likely to come to work impaired by AODs 
in the future.  
Items from the classic deterrence doctrine related to: perceptions of the certainty of 
being punished for coming to work impaired by AODs, perceptions of the severity of 
the punishment for coming to work impaired by AODs, and perceptions of the 
swiftness of the punishment for coming to work impaired by AODs. Items from 
Stafford and Warr‘s (1993) re-conceptualisation of the theory included: direct 
experience with avoiding punishment for coming to work impaired by AODs, and 
indirect experience with avoiding punishment for coming to work impaired by 
AODs. There were two items each in the questionnaire for measuring perceptions of 
certainty and perceptions of severity, and one item each for measuring perceptions of 
swiftness, direct experience with punishment avoidance, and indirect experience with 
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punishment avoidance. Direct and indirect experience with punishment were not 
operationalised as part of this study.  
All items had seven possible responses on a Likert-scale ranging from 1 (―strongly 
disagree‖) through to 7 (―strongly agree‖), and included a ‗neutral‘ position 
(―unsure‖). Deterrence items were measured on a seven-point scale to be consistent 
with the measurement of TPB items. The items developed to measure perceptions of 
certainty, related to employee perceived certainty of being punished for coming to 
work impaired by alcohol and/or other illicit drugs, and specified which illicit drugs 
were being referred to. The items for perceived certainty posed the same question 
with slight variation in the wording, for example: ―The chances of currently getting 
caught…at work, are high‖; I would worry that I might get caught if I came…‖ 
(Appendix B, Questions 10; and 12). The items developed to measure perceptions of 
severity related to employee perceived severity of being punished for coming to 
work impaired by alcohol and/or other illicit drugs, and specified which illicit drugs 
were being referred to. The items for perceived severity posed the same question 
with slight variation in the wording, for example: ―I think the penalties for coming to 
work under the influence…would be lenient‖; ―The penalties I would receive if I was 
punished…would cause a considerable impact on my life‖ (Appendix B, Questions 
16; and 25). The item for perceived swiftness related to employee perceived 
swiftness of being punished for coming to work impaired by alcohol and/or other 
illicit drugs, and specified which illicit drugs were being referred to. In the 
questionnaire, the item posed the question: ―If I was caught coming to work while 
still under the influence…it would take a long time before I was penalised‖ 
(Appendix B, Question 21). 
Direct experience with punishment avoidance related to employees‘ personal 
experience with avoiding being punished for coming to work impaired by alcohol 
and/or other illicit drugs. The item posed the question: ―when I do come to work 
while still under the influence…I don‘t get punished‖ (Appendix B, Question 19b). 
Similarly, indirect experience with punishment avoidance related to employees‘ 
knowledge of others‘ experience with avoiding being punished for coming to work 
impaired by alcohol and/or other illicit drugs, and posed the question: ―My friends 
often come to work while still under the influence…without being punished‖ 
(Appendix B, Questions 23).  
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6.2.6 PILOTING OF THE QUESTIONNAIRE 
The questionnaire was piloted three times with different groups of employees across 
two of the three participating organisations. Groups consisted of an average of seven 
employees each. These same individuals were also invited to participate in the study 
proper, and as such, testing and/or attention bias may have been introduced. Any 
effects of this potential bias were likely to be negligible, because the total number of 
individuals who may have been exposed to such bias numbered approximately 21, 
and it is unknown whether all of these individuals participated in both questionnaires, 
and/or whether their two questionnaires were able to be matched. 
Feedback from individuals who were involved in the process of developing and 
implementing the workplace AOD policy, and from the research team (Doctoral 
candidate and supervisors) who have years of combined experience with 
questionnaire construction, was also considered in finalising the questionnaire. The 
feedback from the piloting groups and the individuals who provided comment, and 
the subsequent changes which were made to the questionnaire, were generally in 
relation to: confusing or unclear wording of the items in the questionnaire, the 
addition of explanations and/or instructions to some items to improve clarity and 
specificity, changing wording of some items to ensure their consistency with the 
language commonly used in the study industry, splitting some items to simplify and 
improve clarity, and reformatting of some items and the questionnaire overall, to 
simplify and improve clarity. 
6.3 DATA COLLECTION PROCESS 
6.3.1 PRE-POLICY IMPLEMENTATION QUESTIONNAIRE 
The pre-policy implementation questionnaire was administered prior to the formal 
implementation of the workplace AOD policy, which included dissemination of the 
written policy document, compulsory AOD education, and a workplace AOD testing 
program. As reported in Chapter 5, Section 5.5.2, employees had been aware of the 
imminent implementation of an AOD policy, for at least a year prior to the pre-
implementation questionnaire being administered. Employees had been informed of 
the policy development by their union delegates and were given the opportunity to be 
a part of the development phase of the policy. As described in Chapter 3, Section 3.2, 
this process involved a continual feedback loop between employees, union delegates, 
and the main AOD policy development group (comprised of union delegates and 
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management representatives) who met in a series of ‗consultative‘ face-to-face 
sessions to develop the policy. Prior to administration of the questionnaire, 
employees were notified by the relevant union delegates on their sites, that they 
would be invited to complete a questionnaire. They were assured by the union 
delegates of the independent nature of the research, that it was not being undertaken 
by the organisation and that employee confidentiality and anonymity would be 
maintained through the Doctoral candidate‘s ethical obligations. 
Organisations #One and #Two 
For organisations #One and #Two, the Doctoral candidate was granted access to all 
work sites and attended each of the numerous AOD education/training sessions that 
were held across all work sites over a period of several weeks (in order to capture all 
employees). These compulsory sessions were held in training/meeting rooms across 
the sites. The Doctoral candidate was provided with an opportunity to address the 
employees and distribute the questionnaire, prior to the start of each of these 
sessions. In this time, employees were informed of the rationale for the research 
project, voluntary nature of participation in the study, measures taken to ensure 
confidentiality and anonymity of employees, and the Doctoral candidate‘s 
obligations according to research ethics. The employees were also thanked for their 
participation, and provided with an explanation for why they would be invited to 
complete a second questionnaire once the policy had been implemented, as well as 
instructions regarding completion of the questionnaire. Participants also received an 
information sheet (see Appendix B and C) containing this information, as well as an 
envelope in which to place the questionnaire. Employees were encouraged to seal 
their envelope containing the completed questionnaire and to pass it directly to the 
Doctoral candidate. The questionnaire took on average 15 minutes to complete and 
the Doctoral candidate remained in the training room during this time, to answer 
queries and collect completed questionnaires.  
Organisation #Three 
Unlike with organisations #One and #Two, the Doctoral candidate was not granted 
access to any of the work sites of organisation #Three. Instead, the questionnaires 
were distributed to the employees by the organisation‘s management, during 
compulsory general training sessions. The management informed employees of the 
rationale for the research project, the voluntary nature of participation in the study, 
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measures taken to ensure confidentiality and anonymity of employees, and the 
Doctoral candidate‘s obligations according to research ethics. The employees were 
also provided with an information sheet containing this information and instructions 
regarding completion of the questionnaire. Because the Doctoral candidate was 
unable to personally collect the completed questionnaires from participants, 
participants were requested to post their completed questionnaires to the Doctoral 
candidate. Reply-paid and university addressed envelopes were distributed with the 
questionnaires, for this purpose.  
6.3.2 POST-POLICY IMPLEMENTATION QUESTIONNAIRE 
The post-policy implementation questionnaire was administered approximately one 
year following implementation of the policy at the respective sites. The timing of the 
follow-up was dictated by and dependent upon the organisations and the various 
sites.  
Organisations #One and #Two 
Half-hour long training sessions were arranged specifically to facilitate 
administration of the post-policy implementation questionnaire. Prior to the sessions, 
employees were informed of the purpose of these sessions (to administer the 
questionnaire), and that their attendance at these sessions would ensure their 
eligibility to go into a draw to win a $200 fuel voucher (there was one voucher for 
each site). For the first half of the sessions the Doctoral candidate explained the 
rationale for the research project and why employees were being invited to complete 
the questionnaire again, the voluntary nature of participation in the study, the 
measures taken to ensure confidentiality and anonymity of employees, and the 
Doctoral candidate‘s obligations according to research ethics. Participants were also 
provided with an information sheet containing this information, instructions 
regarding completion of the questionnaire and the entry form for the fuel voucher 
draw, and an envelope in which to place the questionnaire. Participants were 
encouraged to seal their envelope containing the completed questionnaire and to pass 
it directly to the Doctoral candidate, keeping the fuel voucher entry form separate 
from the questionnaire (as it contained employee contact details). The questionnaire 
took on average 15 minutes to complete and the Doctoral candidate remained in the 
training room during this time, to answer queries and collect completed 
questionnaires and fuel voucher entry forms. 
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For those employees who were unable to attend these sessions (because they were 
absent on the day the sessions were scheduled, or because their work shift did not 
coincide with these sessions), a questionnaire, a reply-paid and university addressed 
envelope, and an information sheet containing written instructions for completing the 
questionnaire and fuel voucher entry form were left with the work-group supervisor 
to distribute to the relevant employees. After several days a reminder was sent to all 
work group supervisors to collect and post completed questionnaires and fuel 
voucher entry forms to the Doctoral candidate. A second and final reminder was sent 
to supervisors several days following the first reminder. Winners of the fuel vouchers 
were announced across each site approximately one month following administration 
of the post-policy implementation questionnaire at the respective sites.  
Organisation #Three 
As in the case with the administration of the pre-implementation questionnaire at 
organisation #Three, the Doctoral candidate was not granted access to the work sites 
to administer the post-policy implementation questionnaire. The management at this 
organisation again distributed the questionnaires, reply-paid and university addressed 
envelopes, fuel voucher entry forms, and participant information sheets. The 
information sheets provided information to the employees regarding the rationale for 
the research project, the voluntary nature of participation in the study, the measures 
taken to ensure confidentiality and anonymity of employees, the Doctoral candidate‘s 
obligations according to research ethics, and instructions regarding the completion of 
the questionnaire and the fuel voucher entry form. Because the Doctoral candidate 
was unable to personally collect the completed questionnaires and fuel voucher entry 
forms from participants, they were requested to post their completed questionnaires 
to the Doctoral candidate using the reply-paid and university addressed envelopes 
provided. The fuel voucher entry forms containing participants‘ contact details were 
collected separately at a central location at the respective work sites. The winner of 
the fuel voucher was announced across the organisation approximately one month 
following administration of the post-policy implementation questionnaire. 
In order to determine whether the distribution of the impact evaluation risk factor 
variables were similar across the three organisations, given differences in the 
implementation of the workplace intervention (explained in Chapter 5), especially 
with regard to Organisation #Three, ANOVA tests (for continuous variables) and 
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Chi-square test (for categorical variables) were undertaken. There were no 
statistically significant differences across the three organisations on any of the risk 
factor variables, except for Perception of the certainty of punishment for workplace 
AOD impairment, and Indirect experience with punishment avoidance for workplace 
AOD impairment (Cannabis use was also statistically significant but it violated 
Levene‘s test of homogeneity of variance). In terms of the Perception of the certainty 
of punishment for workplace AOD impairment, post hoc tests indicated that 
Organisation #Three was different from both Organisation #One and Organisation 
#Two, in that its employees reported greater certainty of punishment for workplace 
AOD impairment behaviour. Similarly, post hoc tests revealed that in terms of 
Indirect experience with punishment avoidance for workplace AOD impairment, 
Organisation #Three was different from Organisation #Two, in that its employees 
reported less experience with punishment avoidance. A greater perception of the 
certainty of punishment and less experience with punishment avoidance, are both 
protective in terms of workplace AOD impairment behaviour. This finding indicates 
that at best there was not much difference across the three organisations in terms of 
the risk factors for workplace AOD impairment (especially considering that the few 
significant findings that did exist may have been due to the small n in Organisation 
#Three), and at worst, the process of implementation at Organisation #Three, which 
was not as intensive with regard to the educational component compared with 
Organisations #Two and Three, did not appear to reduce the protective effect of the 
intervention.  
6.4 DATA MANAGEMENT AND ANALYTICAL STRATEGY  
6.4.1 DATA MANAGEMENT 
Quality checks 
The quantitative data for the impact and outcome evaluation studies were derived 
from the pre- and post-policy implementation questionnaires. These data were stored, 
managed, and analysed using PASW (SPSS) version 18.0 (IBM Corporation, 2010). 
Typographical errors were assessed by generating a random 10% of cases for re-
entry. These cases were then assessed to ensure that typographical errors were 
randomly distributed throughout the variables (non-systematic errors) and across 
participants (cases), and that errors comprised less than one per 1000 keystrokes (less 
than .1%). In the pre-policy implementation questionnaire data there were only two 
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keystroke errors in 6222 keystrokes (less than .03%), and these were not systematic 
errors. In the post-policy implementation questionnaire data there were only two 
keystroke errors in 4602 keystrokes (less than .04%), and these were not systematic 
errors. These errors were, therefore, not corrected, to avoid the introduction of bias 
into the remaining 90% of cases that were not re-entered. 
Data cleaning 
Valid data ranges 
Prior to data analysis, the data frequencies for all variables in both the pre- and post-
policy implementation questionnaires were assessed to ensure that the data were all 
within the valid range for the relevant variable. Errors were checked against the 
original data sources (hard-copy questionnaires) and then corrected in the database. 
For the variable, Employment-role, where the response ‗other‘ was recorded, the 
accompanying description was reviewed by the relevant contact-person at the 
(relevant) organisation, who confirmed to which of the other three categories for that 
item the description related. The value for Employment-role was then adjusted in the 
database for the relevant cases (see Chapter 7, Section 7.1 for a more detailed 
description of the measurement of this item).  
Missing values 
Cases that had a substantial number of missing values across key study constructs or 
variables being measured were excluded at the data entry phase for both the pre- and 
post-policy implementation questionnaires. There were only two cases that were 
excluded on this basis. Cases were also excluded at this phase if there was a strong 
indication of response bias. The likelihood of response bias was confirmed by 
assessing the congruency of values across several variables, for that case. There were 
only two cases that were excluded on this basis. The cases which were included and 
entered into the database were checked to ensure that missing values accounted for 
no more than 10% of the values for each variable. Less than 10% of values for each 
variable were missing overall. Analysis was then undertaken to assess whether there 
was a pattern across the data set in terms of the combination of missing values within 
individual cases. There did not appear to be anything systematic about the missing 
values within cases.  
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6.4.2 ANALYTIC STRATEGY 
Provisional/exploratory analysis of the data 
In preparation for the analyses required to address research questions for the impact 
and outcome evaluation studies, exploratory analyses of the variables were 
conducted. This included tests to ensure that all continuous variables were normally 
distributed. Results of these tests indicated that the variables were not normally 
distributed, and that non-parametric analytical tests were required to answer the 
relevant research questions (all tests for normality were significant at the p < .05 
level). Details of the specific analytical tests (which accounted for the non-
parametric nature of the variables in these studies), are described in Section 6.7.2 for 
the impact evaluation study, and in Chapter 7, Section 7.4.2 for the outcome 
evaluation study. 
Interpretation of findings from analytical tests 
This section describes the approach to interpreting specific analytical tests used in 
the impact and outcome evaluation studies. These approaches are according to 
Field‘s (2009b) recommendations for interpreting the relevant analytical test.  
Statistical significance 
For the purposes of the research, the result of an analytical test was considered to be 
statistically significant at the p <.05 level. 
Chi-square 
Whenever computationally viable, Fisher's Exact Test was used to consider the 
association between categorical variables. Where this was not viable, test statistics 
are based on the Likelihood Ratio Chi-square. 
Effect size of associations established through Chi-square tests were determined 
using Phi (when cross tabulations only contained four cells) and Cramer‘s V (when 
cross tabulations had more than four cells), which represents a standardised measure 
of magnitude/importance of the observed effect and is constrained to lie between 0 
(no effect) and 1 (a perfect effect). Below .3 represents a small association/effect 
size, above .3 represents a medium association/effect size, and above .5 represents a 
large association/effect size (Field, 2009b). 
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Minimum expected cell size for Chi-square analysis 
In assessing the association between categorical variables, an expected cell size 
greater than two was considered acceptable. Field (2009a) reports this level to be 
adequate. Where expected cell size was less than two, and only when it was 
conceptually legitimate to do so, categories were collapsed. 
Standardised residuals 
Standardised residuals facilitate the assessment of the significance of associations in 
a contingency table that has more than four cells. Standardised residuals are 
essentially Z-scores, and: if a value is greater (in the positive or the negative 
direction) than 1.96, then the association is significant at the p < .05 level; if a value 
is greater (in the positive or the negative direction) than 2.58 then the association is 
significant at the p < .01 level; and, if a value is greater (in the positive or the 
negative direction) than 3.29 then the association is significant at the p < .001 level 
(Field, 2009a). Standardised residuals are only reported in the manuscript where they 
are significant (at p < .05). 
Cronbach’s Alpha 
Cronbach‘s alpha was used to measure scale reliability. A level of greater than .6 was 
considered to be an acceptable level of internal consistency for items that were 
combined to establish a score. This was recommended by Francis, Eccles et al in 
their manual for constructing questionnaires based on the theory of planned 
behaviour (2004), and this level was applied to all other variables in the research, to 
maintain consistency.  
Wilcoxon Signed Ranks Test 
Whenever computationally viable, Exact Significance (two-tailed) was used to 
estimate the significance of the test. Where this was not viable the Monte Carlo 
method was used (Field, 2009c). 
Effect size of associations established through Wilcoxon Signed Ranks or 
McNemar‘s tests were determined using Pearson‘s Correlation Coefficient r (as 
recommended by Field), which represents a standardised measure of 
magnitude/importance of an observed effect and is constrained to lie between 0 (no 
effect) and 1 (a perfect effect) (Field, 2009c). Below .3 represents a small 
association/effect size, above .3 represents a medium association/effect size, and 
above .5 represents a large association/effect size (Field, 2009b). 
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6.5 THE MAIN CHARACTERISTICS OF THE STUDY POPULATION 
This section outlines the main characteristics of the study population, which includes 
all those employees who participated by completing a pre-AOD policy 
implementation questionnaire. 
Table 6.1 to Table 6.3 shows employee demographics, employee AOD use, and 
employee workplace AOD impairment, prior to the implementation of the workplace 
AOD policy. The majority of the sample were male (81%, n = 937) and between the 
ages of 35 and 54 years (57%, n = 622) (Table 6.1). Most employees in the study 
industry were based at a plant site (83%, n = 830) (as opposed to an office site), were 
permanent employees (85%, n = 979) rather than ‗contract workers‘, and were 
employed in ‗maintenance and operation‘ roles (57%, n = 648) (Table 6.1).  
While more than half of employees reported drinking alcohol at levels that did not 
indicate harm (62%, n = 654), over a quarter of the sample reported drinking alcohol 
at hazardous levels (27%, n = 287), and over a tenth reported drinking at levels that 
indicated alcohol dependency (11%, n = 117) (Table 6.2). Cannabis had never been 
used by over half of the sample (63%, n = 729), and for those who had reported using 
cannabis, the majority had done so more than one year prior to completing the 
questionnaire (28%, n = 327) (Table 6.2). Less than one tenth of employees reported 
using cannabis sometime within the year prior to completing the questionnaire (9%, 
n = 95) (Table 6.2). Other illicit drug use (including amphetamines, heroin, and 
cocaine) was even less frequently reported, with the vast majority of employees 
reporting that they had never used these substances (90%, n = 1043) and only a very 
small proportion reporting use sometime within the year prior to completing the 
questionnaire (2%, n = 29) (Table 6.2). While the majority of employees reported 
that they had never come to work impaired by AODs (85%, n = 972), over a tenth of 
employees reported that they had at some time prior to completing the questionnaire 
come to work impaired as a result of using AODs (15%, n = 174) (Table 6.3). 
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Table 6.1 
Employee Demographics at Pre-policy Implementation 
    n % 
Gender Male  937 81.0 
Female  217 19.0 
 Total 1154  
      
Age group 15-24 years  124 11.0 
25-34 years  212 19.0 
35-44 years  307 28.0 
45-54 years  315 29.0 
55 and older  139 13.0 
 Total 1097  
      
Organisation #One  660 57.0 
#Two  341 29.0 
#Three  162 14.0 
 Total 1163  
      
Site-type Office  171 17.0 
Plant  830 83.0 
   Total 1001  
      
Employment-type Employee  979 85.0 
Contractor  167 15.0 
   Total 1146  
      
Employment role Management  212 19.0 
Administration/Support  275 24.0 
Maintenance & 
Operations 
 648 57.0 
 Total 1135  
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Table 6.2 
Employee General AOD Use at Pre-policy Implementation 
    n % 
Alcohol use Not harmful  654 62.0 
Associated with 
harmful/hazardous 
drinking 
 287 27.0 
Indicates alcohol 
dependency 
 117 11.0 
 Total 1058  
      
Cannabis use Never used  729 63.1 
Used more than a 
year ago 
 327 28.4 
Used within last 
year 
 50 4.0 
Used within last 
month 
 19 2.0 
Used within last 
week 
 17 1.5 
Used within last 
24 hours 
 9 1.0 
 Total 1151  
      
Other illicit drug use Never used  1043 90.5 
Used more than a 
year ago 
 80 7.0 
Used sometime 
within last year 
 29 2.5 
 Total 1152  
 
Table 6.3 
Employee Self-reported Workplace AOD Impairment at Pre-policy Implementation 
    n % 
Workplace AOD 
impairment 
Do not work 
impaired 
 972 85.0 
    
Have 
worked 
impaired 
 174 15.0 
 Total 1146  
 
 126 Chapter 6: The Impact Evaluation Study 
6.6 MEASURING CHANGES FROM PRE- TO POST-POLICY 
IMPLEMENTATION 
6.6.1 COMPARING OVERALL PRE- AND POST-POLICY IMPLEMENTATION CHANGE 
IN THE DISTRIBUTION OF RISK FACTORS FOR WORKPLACE AOD 
IMPAIRMENT 
Aggregate data from pre-policy implementation questionnaires for the entire study 
population were compared with aggregate data from post-policy implementation 
questionnaires in order to compare overall changes from pre- to post-policy 
implementation in the measures of risk factors for workplace AOD impairment, and 
in workplace AOD impairment. Comparisons using the whole study population were 
undertaken as preliminary analysis for further work (described in Section 6.6.2), 
which used an individually linked study sample.  
Comparison of trends in the data at an aggregate level from pre- to post-policy 
implementation in this context was appropriate, because all three organisations noted 
a high employee retention rate, with an estimated 2% maximum loss of employees 
over the one-year interval of questionnaire distribution. Similarly, over this period 
there was no more than 2% gain in (new) employees, indicating that the vast majority 
of employees who completed the pre-policy implementation questionnaire were 
likely to be the same employees who also completed a post-policy implementation 
questionnaire. Changes that were observed from pre- to post-policy implementation 
in the risk factors for workplace AOD impairment, and in workplace AOD 
impairment could thus reasonably be assumed to be related to the policy. 
Statistical tests to confirm the significance of the observed aggregate changes from 
pre- to post-implementation were undertaken but need to be interpreted with caution 
because the pre- and post-implementation study populations were not independent. 
The fact that the majority of employees who completed the pre-policy 
implementation questionnaire also completed the post-policy implementation 
questionnaire meant that the statistical assumptions of independence were violated. 
Aggregate comparisons using the whole study population data pre- and post-policy 
implementation also could not be used to examine individual relationships between 
the variables under consideration. Despite the lack of individual level comparisons 
between variables, and the caution required in interpreting significance testing, 
aggregate comparisons are useful in suggesting trends that can provide some 
indication of the effect of the policy. These observed trends provided preliminary 
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information as background for the more sophisticated capabilities of the individually- 
linked data analysis described below. 
6.6.2 METHOD FOR MATCHING PRE- AND POST-POLICY IMPLEMENTATION 
QUESTIONNAIRES (TO DEVELOP THE STUDY SAMPLE)  
In order to more effectively address the research questions relating to the impact and 
outcome evaluation studies, cases in the pre- and post-policy implementation 
questionnaires were required to be matched. The method used to match the two 
questionnaires involved several steps. Initially, the match was based on those 
variables that were assumed to be common across the two questionnaires and 
included organisation, site, last three letters of mother‘s maiden name, month of 
birth, gender, age, and employee type. Using this method, a match could only be 
achieved when all the variables listed were the same on both questionnaires. This 
initial step was only able to match approximately one third of all cases. There are 
several reasons this step was not effective in linking the majority of cases in the first 
instance. Given the questionnaires were conducted approximately one year apart, it 
was possible even if participants had not made errors in recording their responses to 
one or more of these variables in the questionnaires. It was possible, for example, 
that participants could have changed sites (within an organisation) over the year 
period. It was also very likely that participants‘ reported age in numbers had changed 
in the time between the two questionnaires, although this was not the case for all 
participants, depending on the month of the birthday and the time of completion of 
the two questionnaires. Likewise, there was the possibility that participants‘ 
employee type and employee role had changed following response to the pre-policy 
implementation questionnaire. Also, in some instances the values for a particular 
variable were omitted from the questionnaire.  
To account for the cases that could not be linked using the first step, a manual 
assessment of the unlinked cases was conducted, using a combination of original 
‗identifying‘ variables (described above). Links were established based on the 
probability of the match given the combination of variables. For example, if a match 
existed on all identifying variables except age, and age on the second questionnaire 
was one year greater than that recorded on the first questionnaire, then a true match 
for the case was assumed. Similarly, if employee role was different across the two 
 128 Chapter 6: The Impact Evaluation Study 
questionnaires, but there was a match on all other identifying variables, then a true 
match for the case was assumed.  
Unlike age, or employee role, there were some identifying variables (last three letters 
of mother‘s maiden name, and month of birth) that were unlikely to be different 
across the two questionnaires, in the instance that a true match existed. The 
possibility of an error having been made in the recording of one (or both) of these 
variables, however, was possible. For example, there was the potential for 
participants to misspell their mother‘s maiden name in one or both questionnaires, 
especially given they were asked to record the last three letters of their mother‘s 
maiden name. The last three letters are arguably more prone to error than the first 
three letters of the name. Potential for error may also have been compounded by 
some participants being unfamiliar with their mother‘s maiden name and its correct 
spelling, as well as the fact that the questionnaires were distributed approximately 
one year apart.  
Upon closer examination of those questionnaires that were unable to be linked, it was 
evident that month of birth (in numbers) was also prone to error. Some participants 
recorded a value for month of birth on one of the questionnaires, which was one 
month ‗out‘ from what was recorded on the second questionnaire. There were several 
cases where this was evident and where a match was made based on the probability 
that a ‗false‘ match was unlikely given that all other identifying variables for that 
case were the same. Similarly, approximately 14% of cases could be linked where 
there were incongruent values for mother‘s maiden name across the two 
questionnaires. The subsequent section reports the success rate for linking the pre- 
and post-policy implementation questionnaires. 
6.6.3 QUESTIONNAIRE MATCHING SUCCESS RATE AND CHARACTERISTICS OF 
THE SAMPLE WITH LINKED DATA 
To assess the extent to which employees changed their general AOD use, knowledge, 
behavioural intentions, perceptions of deterrence, and behaviour (workplace AOD 
impairment) between the pre- and post-intervention time points, employees‘ pre- and 
post-implementation questionnaires were linked for as many individuals as possible 
from the study population. The method for linking the pre- and post-implementation 
questionnaires was described in the previous section. This section describes the 
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success rate in linking employees‘ pre- and post-implementation questionnaires, and 
then outlines the characteristics of the sample for which a match was possible. 
Table 6.4 shows the population (all employees who were approached to participate in 
the study) from which the linked study sample (all employees for whom a match of 
their pre- and post-questionnaire was possible) was derived, and the response rate for 
the pre- and post-policy implementation questionnaires. The table also includes the 
success rate for linking the pre- and post- implementation questionnaires. 
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Table 6.4 
Response Rate for Pre- and Post-policy Implementation Questionnaires and Questionnaire Linking Success Rate 
Level Includes Organisation Overall 
response rate 
#One #Two #Three 
n Response 
rate 
n Response 
rate 
n Response 
rate 
Study 
population 
All employees 
approached to 
participate 
683 n/a 409 n/a 496 n/a n/a 
       Total n = 
1588 
Study 
baseline 
sample 
Employees 
who completed 
pre-
implementation 
questionnaire 
660 97% 341 83% 162 33% 73% 
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       Total n = 
1163 
Study 
follow-up 
sample 
Employees 
who completed 
post-
implementation 
questionnaire 
437 64% 212 52% 91 18% 47% 
       Total n = 
740 
Matched 
study sample 
Employees 
with matched 
pre- and post-
implementation 
questionnaires 
301 46% 116 34% 49 30% 40%* 
       Total n = 
466 
 
* Denominator was total study baseline sample 
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Key study variables for the matched sample were compared with those in the study 
population for which a match was not possible, in order to ascertain the 
characteristics of the sample for which a match of the pre- and post-implementation 
questionnaires was possible. Details regarding the construction of these variables will 
be described subsequently, in Section 6.7.1. The matched and unmatched sample 
data were analysed in PASW, using a series of Chi-square tests (Table 6.5). Results 
indicated that the matched and unmatched samples did not statistically significantly 
differ on the following key study variables: Self-reported Workplace AOD 
Impairment; Alcohol Use; combined Illicit Drug Use (which excludes cannabis); 
age; and gender. For the variables, employment role, cannabis use, organisation, site 
type, and employment type, however, there were statistically significant differences 
in the matched and unmatched samples (albeit with a very small effect size for each 
analysis). Specifically, participants in the matched sample were more likely to have 
used cannabis recently than those in the unmatched sample (where a greater number 
of participants reported never having used cannabis). Participants in the matched 
sample were also more likely to come from Organisations #1 and #2 (as opposed to 
Organisation #3); were more likely to work on an office site (as opposed to a plant 
site); and were more likely to be an employee (as opposed to a contractor), than those 
participants in the unmatched sample.
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Table 6.5 
Differences Between the Matched and Unmatched Samples on the Key Study Variables 
Key study variable Questionnaire Total (n) p value 
Matched Unmatched 
n % n % 
Gender Male 372 40.0 565 60.0 937 p = .35 
Female 94 43.0 123 57.0 217 
Age group 15-24 years 54 43.5 70 56.5 124 p = .57 
25-34 years 77 36.0 135 64.0 212 
35-44 years 129 42.0 178 58 307 
45-54 years 130 41.0 185 59.0 315 
55 years + 52 37.0 87 63.0 139 
Organisation #One 301 46.0 359 54.0 660 p < .001 
 #Two 116 34.0 225 66.0 341 
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 #Three 49 30.0 113 70.0 162 
Site type Office site 85 50.0 86 50.0 171 p < .05 
Plant site 332 40.0 498 60.0 830 
Employment 
type 
Employee 419 43.0 560 57.0 979 p < .001 
Contractor 44 26.0 123 74.0 167 
Employment 
role 
Management 82 39.0 130 61.0 212 p = .45 
Administration/support 120 44.0 155 56.0 275 
Maintenance/operations 257 40.0 391 60.0 648 
Alcohol use Not harmful 261 40.0 400 60.0 661 p = .33 
Harmful/hazardous 118 40.0 176 60.0 294 
Indicates dependency 53 47.0 60 53.0 113 
Cannabis use Never used 267 37.0 462 63.0 729 p < .05 
Used more than a year 
ago 
150 46.0 177 54.0 327 
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Used sometime within 
last year 
26 52.0 24 48.0 50 
Used sometime within 
last month 
20 44.0 25 56.0 45 
Other illicit 
drug use 
Never used 419 40.0 624 60.0 1043 p = .80 
Used more than a year 
ago 
33 41.0 47 59.0 80 
Used sometime within 
last year 
10 34.5 19 65.5 29 
Knowledge High 49 44.0 62 56 111 p = .32 
Moderate 273 41.0 388 59.0 661 
Low 141 37.0 236 63.0 377 
Behavioural 
intentions 
Do not intend to work 
impaired 
270 39.0 420 61.0 690 p = .27 
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Intend to work 
impaired 
191 42.0 259 58.0 450 
Self-reported 
workplace 
impairment 
Do not work impaired 386 40.0 586 60.0 972 p = .33 
Have worked impaired 76 44.0 98 56.0 174 
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6.7 SPECIFIC ANALYTICAL METHODS USED FOR THE IMPACT 
EVALUATION STUDY  
In the previous section, the general data management and analytic strategy used for 
this study was outlined. This section details the analytical approach to the 
quantitative data, which relate specifically to the research question for the impact 
evaluation study. This section describes how the variables used in this study were 
constructed, the variable type for analytical purposes, and the direction of responses 
for the variables. Section 6.7.2 outlines the analytical tests used. 
6.7.1 HOW THE VARIABLES WERE CONSTRUCTED, VARIABLE TYPE FOR 
ANALYTICAL PURPOSES, AND DIRECTION OF RESPONSES FOR THE 
VARIABLES 
Section 6.2 provided the rationale (and the theoretical basis, where relevant) for 
including the individual items that were measured in the questionnaires, to evaluate 
the impact of the workplace AOD policy. This section specifies how each of the 
variables were constructed from these items for the purpose of addressing the main 
research question for this study, the variable type for analytical purposes, and the 
direction of responses for each variable.  
Alcohol Use 
General alcohol use was measured using 10 items in the questionnaire. An overall 
score was calculated according to the AUDIT guidelines (Section 6.2 contains more 
details of this measurement tool). The Alcohol Use score was treated as a continuous 
variable for the purposes of the impact evaluation study analysis, with 0 denoting 
alcohol use at levels not harmful to an individual, 1 denoting the use of alcohol at 
harmful or hazardous levels, and 2 denoting alcohol use at levels which indicate 
dependency. 
Cannabis Use, Amphetamine Use, Heroin Use, and Cocaine Use 
General cannabis, amphetamine, heroin, and cocaine use (as opposed to the specific 
use of these substances in the workplace) were measured using one item in the 
questionnaire, for each illicit substance. All four items were recoded so that 0 
denoted never having used the relevant substance, and 1-5 denoted more recent use 
of the relevant substance (from ―Used more than one year ago‖ to ―Used within the 
last 24 hours‖, respectively). The Cannabis Use, Amphetamine Use, Heroin Use, and 
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Cocaine Use scores were treated as continuous variables for the purposes of the 
impact evaluation study. 
Knowledge 
Knowledge was measured by three items in the questionnaire. In order to create a 
score for knowledge, each of the four possible responses to the items were ranked 
according to their accuracy, with the lowest rank representing the correct response 
and the highest rank representing the response, ―Don‘t know‖. The ranks for the 
three items were then added for each participant to create a score that denoted either 
a high (0), moderate (1), or low level of knowledge (2). The knowledge score was 
treated as a continuous variable for the purposes of the impact evaluation study. 
Behavioural Intentions 
Behavioural Intentions (BIs) was also measured in the questionnaire, using three 
items. A score for BIs was established by first ensuring that there was sufficient 
internal consistency among the three items (Cronbach‘s alpha = .63), and then 
calculating a mean from these items. A histogram revealed that the mean BIs score 
data were highly skewed and that kurtosis was present. A clear demarcation was 
evident between the frequency of responses to one extreme, denoting strong 
disagreement to the statement that the participant intends to come to work impaired 
by AODs, and all other responses (from strong agreement to intending to come to 
work impaired, and including the neutral position, ―unsure‖). Therefore, the 
responses were dichotomised according to the practice described by Buffart and 
colleagues (2009 ) to identify particular behaviours of interest. In this study, the 
variable was dichotomised so that those who strongly disagreed with the question (I 
intend to come to work impaired) were included in one category (0), and all other 
responses, including the neutral (―unsure‖) and the ―strongly agree‖ positions, were 
included in the alternate category (1). This convention has also been applied recently 
in research by Nielson and Watson, and McMeniman and colleagues (McMeniman, 
Moore, Yelland & McClure, 2011; Nielson & Watson, 2008). As such, the BIs score 
was treated as a categorical variable for the purposes of the impact evaluation study. 
Attitudes 
Attitudes were measured by four items in the questionnaire. Two of the negatively-
worded items required recoding so that higher scores on the Likert-scale denoted 
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negative attitudes to workplace AOD impairment, on all four items. An Attitudes 
score was then created by calculating the mean of these four items (internal 
consistency among the items was sufficient, Cronbach‘s alpha = .73), and this score 
was then treated as a continuous variable for the purposes of the impact evaluation 
study. Responses for this score ranged from positive attitudes to workplace AOD 
impairment (1), to negative attitudes to workplace AOD impairment (7) (including a 
neutral position [―Unsure‖] in between). 
Subjective Norms 
Subjective Norm (SN) was measured using three items in the questionnaire. It was 
not possible to create a score for this construct by calculating a mean for the three 
items, because the internal consistency among the items was insufficient (Cronbach‘s 
alpha = .36). In keeping with the premise of the TPB, which asserts that SNs predict 
behavioural intentions, examination of the correlation co-efficients was undertaken 
to determine which of the SN items had the strongest relationship to behavioural 
intentions (Section 6.2 contains detailed information regarding the theoretical basis 
for these variables). The item with the strongest and statistically significant 
relationship to BIs was selected to represent the ‗score‘ for SNs, and this variable 
was then treated as a continuous variable for the purposes of the impact evaluation 
study. Omitting SN items from the scale to improve internal consistency is 
recommended by Francis, Eccles et al. in their manual for constructing 
questionnaires based on the TPB (Francis et al., 2004). Responses for this score 
ranged from not being influenced by subjective norms to come to work unimpaired 
by AODs (1) through to being influenced by subjective norms to come to work 
unimpaired by AODs (7) (including a neutral position [―Unsure‖] in between).  
Perceived Behavioural Control 
Perceived Behavioural Control (PBC) was measured using four items in the 
questionnaire. Two of these items were omitted from the scale to improve internal 
consistency. This convention is recommended by Francis, Eccles et al. in their 
manual for constructing questionnaires based on the TPB (Francis et al., 2004). After 
recoding the remaining items so that higher scores denoted greater PBC with regard 
to workplace AOD impairment, and ensuring sufficient internal consistency 
(Cronbach‘s alpha = .52), a score for PBC was created by calculating a mean of the 
items. The PBC score was then treated as a continuous variable for the purposes of 
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the impact evaluation study, and responses for this score ranged from not perceiving 
control with regard to coming to work unimpaired by AODs (1) through to 
perceiving control with regard to coming to work unimpaired by AODs (7) 
(including a neutral position [―Unsure‖] in between). 
Perception of Certainty  
The perception of certainty of being punished for coming to work impaired by AODs 
construct, was measured using two items in the questionnaire. The internal 
consistency among the two items was not quite sufficient (Cronbach‘s alpha = .45). 
Homel (1988) suggests that such consistency is unlikely because the items are 
measuring subtly different aspects of what is essentially the same construct, but he 
recommends combining them nonetheless, to create a score. As such, a score for the 
perception of certainty was created by calculating a mean of the two items. The 
Perception of Certainty score was treated as a continuous variable for the purposes of 
the impact evaluation study, and responses for this score ranged from not perceiving 
certainty with regard to being punished for coming to work impaired by AODs (1) 
through to perceiving certainty with regard to being punished for coming to work 
impaired by AODs (7) (including a neutral position [―Unsure‖] in between). 
Perception of Severity  
Similar to the perception of certainty, the perception of severity of the punishment 
for coming to work impaired by AODs construct was measured using two items that 
were not internally consistent to a sufficient extent (Cronbach‘s alpha = .50), but 
which were combined nonetheless to create a score, because they were measuring the 
same construct. Both the items were first recoded so that higher scores denoted a 
greater perception of the severity of punishment. The perception of severity score 
was treated as a continuous variable for the purposes of the impact evaluation study, 
and responses for this score ranged from not perceiving severity of punishment for 
coming to work impaired by AODs (1) through to perceiving severity of punishment 
for coming to work impaired by AODs (7) (including a neutral position [―Unsure‖] 
in between). 
Perception of Swiftness  
The perception of the swiftness of punishment for coming to work impaired by 
AODs was measured using one item in the questionnaire and was recoded so that 
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higher scores denoted a greater perception of the swiftness of punishment. This item 
was treated as a continuous variable for the purposes of the impact evaluation study, 
and responses for this score ranged from not perceiving swiftness of punishment for 
coming to work impaired by AODs (1) through to perceiving swiftness of 
punishment for coming to work impaired by AODs (7) (including a neutral position 
[―Unsure‖] in between). 
Direct Experience with Punishment Avoidance 
Direct experience with avoiding punishment for coming to work impaired by AODs 
was measured by one item in the questionnaire and was recoded so that higher scores 
denoted less direct experience with punishment avoidance. This item was treated as a 
continuous variable for the purposes of the impact evaluation study, and responses 
for this score ranged from experience with punishment avoidance for coming to work 
impaired by AODs (1) through to no experience with punishment avoidance for 
coming to work impaired by AODs (7) (including a neutral position [―Unsure‖] in 
between). 
Indirect Experience with Punishment Avoidance 
Indirect experience with avoiding punishment for coming to work impaired by AODs 
was also measured by one item in the questionnaire and was recoded so that higher 
scores denoted less indirect experience with punishment avoidance. This item was 
treated as a continuous variable for the purposes of the impact evaluation study, and 
responses for this score ranged from indirect experience with punishment avoidance 
for coming to work impaired by AODs (1) through to no indirect experience with 
punishment avoidance for coming to work impaired by AODs (7) (including a 
neutral position [―Unsure‖] in between). 
6.7.2 ANALYTICAL TESTS USED  
The variables outlined above were determined to be non-parametric (Section 6.4.2 
describes the methods used to determine this). 
For the aggregate study population comparison 
Aggregate level changes in the study population data from pre- to post-policy 
implementation (with regard to changes in the risk factors for workplace AOD 
impairment) were used to suggest a possible effect of the policy. These findings are 
presented in Table 6.6 and Table 6.7. As explained in Section 6.6.1 the violation of 
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the statistical assumption of independence in the study population data pre- and post-
policy implementation, means that analytical tests for statistical significance need to 
be interpreted with caution. As such, the results for the aggregate study population 
comparison are given less emphasis than the results from the individually-matched 
study sample (which are reported according to the hypotheses posed to address the 
research question for this study).  
For the aggregate analysis with continuous variables, Wicoxon Mann-Whitney tests 
were undertaken. For the aggregate analysis with categorical variables, Chi-square 
tests were undertaken. These tests are recommended by Field (2009a, 2009c) as 
appropriate for the analysis of independent, non-parametric variables. 
For the individually-matched study sample comparison 
The data used for the individually-matched sample population comparison were not 
independent, and repeated measures were necessary for this comparison. As such, a 
McNemars test was used for those hypotheses where the relevant variables were 
categorical in nature, and for those hypotheses where the relevant variables were 
continuous (and non-parametric), a Wilcoxon Signed Ranks test was used. These 
tests are recommended by Field (2009c) to address research questions where non-
parametric and non-independent data are used. 
6.8 RESULTS FROM THE AGGREGATE STUDY POPULATION 
COMPARISON OF THE RISK FACTORS FOR WORKPLACE AOD 
IMPAIRMENT 
Aggregate level changes in the study population data from pre- to post-policy 
implementation suggest a positive association between policy implementation and 
knowledge, perceived certainty, perceived swiftness, direct experience with 
punishment avoidance, and indirect experience with punishment avoidance. Table 
6.6 and 6.7 show data based on all completed pre- and post-policy implementation 
questionnaires, irrespective of whether a match was subsequently made between an 
individual‘s two questionnaires. This data equates to the study baseline and study 
follow-up samples described in Table 6.4. Table 6.6 shows that knowledge regarding 
workplace AOD impairment increased following policy implementation, and this 
change was statistically significant, z = -5.91, p < .001, r = -.14 (representing a small 
effect size). Similarly, employees were more likely to report greater levels of 
perceived certainty and swiftness of punishment for workplace AOD impairment 
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following policy implementation, than they were prior to implementation. The 
changes from pre- to post-policy implementation in perceptions of certainty (z = -
10.90, p < .001, r = -.25 [representing a small effect size]) and swiftness (z = -2.13, p 
< .05, r = -.05 [representing a small effect size]) were statistically significant. 
Employees were also less likely to report that they had had experience with direct (z 
= -3.71, p < .05, r = -.18 [representing a small effect size]) and indirect punishment 
avoidance for workplace AOD impairment (z = -5.57, p < .001, r = -.13 [representing 
a small effect size]) following implementation of the AOD policy, than they were 
prior to its implementation—and, this aggregate change was statistically significant.  
For one variable, SNs, the aggregate study comparison suggested that, following 
implementation of the workplace AOD policy, employees were less likely to be 
influenced by SNs not to come to work impaired by AODs than they were prior to 
the implementation of the policy, and this finding was statistically significant 
(suggesting a possible negative effect of the policy), z = -2.60, p < .05, r = -.06 
(representing a small effect size). For the remaining variables listed in Table 6.6, and 
for the variable, BIs (Table 6.7), aggregate changes from pre- to post-policy 
implementation were not statistically significant.
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Table 6.6 
Aggregate Changes Following AOD Policy Implementation in the Risk Factors for Workplace AOD Impairment (excluding BIs, which is displayed in the subsequent table) 
Measured 
Construct 
 Questionnaire  
p value Pre-implementation Post-implementation 
n* Median Min, Max 75
th
 
Percentile 
n** Median Min, Max 75
th
 
Percentile 
Alcohol use 1058 0.00 0.00, 2.00 1.00 673 0.00 0.00, 2.00 1.00 p = .22 
Cannabis use 1151 0.00 0.00, 5.00 1.00 735 0.00 0.00, 5.00 1.00 p = .33 
Amphetamine 
use 
1153 0.00 0.00, 5.00 0.00 735 0.00 0.00, 4.00 0.00 p = .76 
Heroin use 1152 0.00 0.00, 5.00 0.00 736 0.00 0.00, 4.00 0.00 p = .75 
Cocaine use 1153 0.00 0.00, 5.00 0.00 736 0.00 0.00, 3.00 0.00 p = .56 
Knowledge  1149 1.00 0.00, 2.00 2.00 733 1.00 0.00, 2.00 1.00 p < .001 
Attitudes  1054 7.00 1.00, 7.00 7.00 673 7.00 1.00, 7.00 7.00 p = .28 
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Subjective 
norms  
1154 7.00 1.00, 7.00 7.00 732 7.00 1.00, 7.00 7.00 p < .05 
Perceived 
behaviour 
control  
1144 7.00 1.00, 7.00 7.00 726 7.00 1.00, 7.00 7.00 p = .69 
Perception of 
certainty  
1143 4.00 1.00, 7.00 5.50 722 5.00 1.00, 7.00 6.00 p < .001 
Perceived 
severity  
1137 5.00 1.00, 7.00 6.00 724 5.00 1.00, 7.00 6.00 p = .88 
Perceived 
swiftness  
1144 4.00 1.00, 7.00 6.00 726 5.00 1.00, 7.00 6.00 p < .05 
Direct 
punishment 
avoidance  
249 4.00 1.00, 7.00 7.00 172 6.00 1.00, 7.00 7.00 p < .05 
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Indirect 
punishment 
avoidance  
1129 6.00 1.00, 7.00 7.00 721 6.00 1.00, 7.00 7.00 p < .001 
* Total n = 1163, differences for ‗n‘s reflect missing data in each construct. ** Total n = 740, differences for ‗n‘s reflect missing data in each 
construct. 
 Chapter 6: The Impact Evaluation Study        147 
Table 6.7 
Aggregate Change in Employee Behavioural Intentions Following Implementation of the Workplace AOD Policy 
Questionnaire Behavioural intentions  
Total (n) 
 
 
p value Do not intend to work impaired Intend to work impaired 
n % n % 
Pre-
implementation 
690 60.5 450 39.5 1140* p = .06 
Post-
implementation 
406 56.0 317 44.0 723** 
* Missing data: n = 23. ** Missing data: n = 17. 
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6.9 RESULTS FROM INDIVIDUALLY-MATCHED STUDY SAMPLE 
COMPARISON FOR THE IMPACT EVALUATION STUDY  
This section presents results as they apply to each of the hypotheses posed to answer 
the research question for the impact evaluation study. 
6.9.1 HYPOTHESIS 1 
 Null: There was no change in employee general alcohol use following 
policy implementation  
A Wilcoxon Signed Ranks Test indicated support for the null hypothesis in that, 
following implementation of the workplace AOD policy, the change in employee 
general alcohol use was not statistically significant (Table 6.8).  
6.9.2 HYPOTHESIS 2 
 Null: There was no change in employee general cannabis use following 
policy implementation  
A Wilcoxon Signed Ranks Test indicated support for the null hypothesis in that, 
following implementation of the workplace AOD policy, the change in employee 
general cannabis use was not statistically significant (Table 6.8).  
6.9.3 HYPOTHESIS 3 
 Null: There was no change in employee general amphetamine use 
following policy implementation  
A Wilcoxon Signed Ranks Test indicated support for the null hypothesis in that, 
following implementation of the workplace AOD policy, the change in employee 
general amphetamine use was not statistically significant (Table 6.8).  
6.9.4 HYPOTHESIS 4 
 Null: There was no change in employee general heroin use following 
policy implementation  
A Wilcoxon Signed Ranks Test indicated support for the null hypothesis in that, 
following implementation of the workplace AOD policy, the change in employee 
general heroin use was not statistically significant (Table 6.8).  
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6.9.5 HYPOTHESIS 5 
 Null: There was no change in employee general cocaine use following 
policy implementation  
A Wilcoxon Signed Ranks Test indicated support for the null hypothesis in that, 
following implementation of the workplace AOD policy, the change in employee 
general cocaine use was not statistically significant (Table 6.8).  
6.9.6 HYPOTHESIS 6 
 Null: There was no change in employee knowledge regarding workplace 
AOD impairment, following policy implementation  
Following AOD policy implementation employees recorded higher levels of 
knowledge regarding workplace AOD impairment compared with levels recorded 
prior to policy implementation. Median = 1 (min, max = 0.00, 2.00) for level of 
knowledge at both pre and post-policy implementation, but 75
th
 percentile = 2.00, 
prior to AOD policy implementation compared to 75
th
 percentile = 1.00, following 
AOD policy implementation. A Wilcoxon Signed Ranks Test indicated support for 
the alternate hypothesis in that the increase in levels of knowledge following AOD 
policy implementation was statistically significant, z = -5.57, p < .001, r = -.26 
(representing a small effect size) (Table 6.8).  
6.9.7 HYPOTHESIS 7 
 Null: There was no change in employee behavioural intentions regarding 
workplace AOD impairment, following policy implementation  
Employees reported similar intentions with regard to coming to work impaired by 
AODs following AOD policy implementation (n = 199 [43.4%]) as they did prior to 
policy implementation (n = 191 [41.4%]). A McNemar Test indicated support for the 
null hypothesis in that there was no statistically significant change in employees‘ BIs 
following policy implementation (Table 6.9).  
6.9.8 HYPOTHESIS 8 
 Null: There was no change in employee attitudes regarding workplace 
AOD impairment, following policy implementation  
Following implementation of the AOD policy, employees reported more negative 
attitudes with regard to coming to work impaired by AODs (Median = 7.00 [min, 
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max = 1.00, 7.00]) than they did prior to policy implementation (Median = 7 [min, 
max = 2.50, 7.00]). While the medians for attitudes were equal at pre- and post 
policy implementation, a Wilcoxon Signed Ranks Test indicated support for the 
alternate hypothesis in that the increase in employees‘ negative attitudes with regard 
to coming to work impaired by AODs following policy implementation was 
significant, z = -2.02, p < .05, r = -.10 (representing a small effect size) (Table 6.8).  
6.9.9 HYPOTHESIS 9 
 Null: There was no change in employee subjective norms regarding 
workplace AOD impairment, following policy implementation  
A Wilcoxon Signed Ranks Test indicated support for the null hypothesis, in that 
there was no statistically significant difference in subjective norms following policy 
implementation (Table 6.8).  
6.9.10 HYPOTHESIS 10 
 Null: There was no change in employee perceived behavioural control 
regarding workplace AOD impairment, following policy implementation  
Following AOD policy implementation employees reported greater perceived 
behaviour control with regard to coming to work unimpaired by AODs (Median = 
7.00 [min, max = 1.00, 7.00]) than they did prior to policy implementation (Median 
= 7.00 [min, max = 1.00, 7.00]). While the medians and ranges for perceived 
behaviour control were equal at pre- and post policy implementation, a Wilcoxon 
Signed Ranks Test indicated support for the alternate hypothesis in that the increases 
in employees‘ perceived behaviour control following policy implementation were 
significant, z = -2.02, p < .05, r = -.10 (representing a small effect size) (Table 6.8).  
6.9.11 HYPOTHESIS 11 
 Null: There was no change in employee perception of certainty of 
punishment for workplace AOD impairment, following policy 
implementation  
Following AOD policy implementation, employees recorded greater levels of 
perceived certainty of being punished if they came to work impaired by AODs 
(Median = 5.00 [min, max = 1.00, 7.00]) than they did prior to policy 
implementation (Median = 4 [min, max = 1.00, 7.00]). A Wilcoxon Signed Ranks 
Test indicated support for the alternate hypothesis, in that the increase in employees‘ 
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perception of certainty of being punished following policy implementation was 
significant, z = -8.93, p < .001, r = -.42 (representing a medium effect size) (Table 
6.8).  
6.9.12 HYPOTHESIS 12 
 Null: There was no change in employee perception of severity of 
punishment for workplace AOD impairment, following policy 
implementation  
Following AOD policy implementation employees reported higher levels of 
perceived severity regarding the penalties they would receive if they were punished 
coming to work impaired by AODs than they did prior to policy implementation, but 
a Wilcoxon Signed Ranks Test indicated support for the null hypothesis in that this 
change from pre- to post-policy implementation was not statistically significant 
(Table 6.8).  
6.9.13 HYPOTHESIS 13 
 Null: There was no change in employee perception of swiftness of 
punishment for workplace AOD impairment, following policy 
implementation  
Following AOD policy implementation, employees recorded greater levels of 
perceived swiftness of being punished for coming to work impaired by AODs 
(Median = 5.00 [min, max = 1.00, 7.00]) than they did prior to policy 
implementation (Median = 4.00 [min, max = 1.00, 7.00]). A Wilcoxon Signed Ranks 
Test indicated support for the alternate hypothesis, in that the increase in employees‘ 
perception of swiftness following policy implementation was significant, z = -3.30, p 
< .001, r = -.15 (representing a small effect size) (Table 6.8).  
6.9.14 HYPOTHESIS 14 
 Null: There was no change in employee (direct) experience with 
punishment avoidance for workplace AOD impairment, following policy 
implementation  
Following AOD policy implementation, employees reported fewer direct experiences 
of avoiding being punished for coming to work impaired by AODs (Median = 6.00 
[min, max = 1.00, 7.00]) than they did prior to policy implementation (Median = 4 
[min, max = 1.00, 7.00]). A Wilcoxon Signed Ranks Test indicated support for the 
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alternate hypothesis in that the decrease in employees‘ direct experience with 
punishment avoidance following policy implementation was significant, z = -2.58, p 
< .05, r = -.44 (representing a medium effect size) (Table 6.8).  
6.9.15 HYPOTHESIS 15 
 Null: There was no change in employee indirect experience with 
punishment avoidance for workplace AOD impairment, following policy 
implementation  
Following AOD policy implementation, employees reported fewer experiences of 
indirect punishment avoidance (Median = 6.00 [min, max = 1.00, 7.00]) than they 
did prior to policy implementation (Median = 6.00 [min, max = 1.00, 7.00]). While 
the medians and ranges for indirect experience with punishment avoidance were 
equal at pre- and post-policy implementation, a Wilcoxon Signed Ranks Test 
indicated support for the alternate hypothesis, in that the decrease in employees‘ 
indirect experience with punishment avoidance following implementation was 
significant, z = -3.49, p < .001, r = -.16 (representing a small effect size) (Table 6.8).  
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Table 6.8 
Changes Following AOD Policy Implementation in the Risk Factors for Workplace AOD Impairment (excluding BIs, which is displayed in Table 6.9) in the Matched Study 
Sample (Total n = 466) 
Measured 
Construct 
Questionnaire Matched 
n† 
p value 
Pre-implementation Post-implementation 
n Median Min, Max 75
th
 
Percentile 
n Median Min, Max 75
th
 
Percentile 
Alcohol use 437 0.00 0.00, 2.00 1.00 420 0.00 0.00, 2.00 1.00 420 p = 1.0 
Cannabis use 463 0.00 0.00, 5.00 1.00 463 0.00 0.00, 5.00 1.00 460 p = .70 
Amphetamine 
use 
463 0.00 0.00, 4.00 0.00 464 0.00 0.00, 4.00 0.00 461 p = .95 
Heroin use 464 0.00 0.00, 1.00 0.00 464 0.00 0.00, 1.00 0.00 462 p = 1.0 
Cocaine use 463 0.00 0.00, 2.00 0.00 464 0.00 0.00, 3.00 0.00 461 p = .05 
Knowledge * 463 1.00 0.00, 2.00 2.00 463 1.00 0.00, 2.00 1.00 460 p < .001 
Attitudes * 431 7.00 2.50, 7.00 7.00 424 7.00 1.00, 7.00 7.00 395 p < .05 
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Subjective 
norms * 
465 7.00 1.00, 7.00 7.00 461 7.00 2.00, 7.00 7.00 460 p = .49 
Perceived 
behaviour 
control * 
461 7.00 1.00, 7.00 7.00 460 7.00 1.00, 7.00 7.00 457 p < .05 
Perceived 
certainty ** 
459 4.00 1.00, 7.00 5.50 458 5.00 1.00, 7.00 6.00 452 p < .001 
Perceived 
severity ** 
459 5.00 1.00, 7.00 6.00 456 5.00 1.00, 7.00 6.00 450 p = .49 
Perceived 
swiftness ** 
460 4.00 1.00, 7.00 6.00 459 5.00 1.00, 7.00 6.00 454 p < .001 
Direct 
punishment 
avoidance 
*** 
87 4.00 1.00, 7.00 7.00 101 6.00 1.00, 7.00 7.00 34 p < .05 
Indirect 
punishment 
452 6.00 1.00, 7.00 7.00 454 6.00 1.00, 7.00 7.00 446 p < .001 
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avoidance 
*** 
* With regard to workplace AOD impairment 
** With regard to punishment for workplace AOD impairment 
*** For workplace AOD impairment 
† Differences between ―matched n‖ and pre- and post-implementation questionnaires ‗n‘s, reflects missing data
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Table 6.9 
Change in Employee Behavioural Intentions Following Implementation of the Workplace AOD Policy 
in the Matched Study Sample (Total n = 466) 
 Behavioural intentions   
Questionnaire Do not intend to 
work impaired 
Intend to work 
impaired 
Total 
(n) 
p value 
n % n % 
Pre-
implementation 
270 58.6 191 41.4 461 p = .56 
Post-
implementation 
259 56.6 199 43.4 458 
6.10 SUMMARY AND IMPLICATIONS  
The impact evaluation study sought to assess the extent to which the implementation 
of the workplace AOD policy had an effect on the risk factors for AOD impairment 
in the workplace. It was not possible to match pre- and post-implementation 
questionnaires for all employees who completed a pre-implementation questionnaire. 
Aggregate analysis was therefore undertaken to determine changes from pre- to post-
policy implementation, to support and verify findings from analysis using the 
individually-matched sample. Additionally, analysis was undertaken to determine the 
differences between the sample of matched cases and the sample of cases for which a 
match of the two questionnaires was not possible (in order to assess potential sample 
bias). The analysis indicated that on the key study variables there was no statistically 
significant difference between the two samples (the matched sample and the sample 
of cases with only a completed pre-implementation questionnaire). As there was also 
a high overall response rate for the pre-implementation questionnaire (73%), it can 
reasonably be assumed that the matched study sample for this study was likely to be 
representative of the study population. The strengths of the methods for this study 
include: 
 The constructs measured as part of the study are based on theory and/or 
are evidence-based 
  
Chapter 6:The Impact Evaluation Study 157 
 The majority of questionnaire items were derived from validated 
measurement tools.  
 The questionnaire instrument was piloted prior to its distribution and was 
practical and acceptable to the industry in which it was distributed.  
 Every effort was made to ensure the validity of the data collected by: 
o checking the accuracy of the data entry process through a re-entry of a 
portion of the quantitative data (collected as part of the impact and 
outcome evaluation studies); 
o maximising the opportunities to secure as high as possible rates of 
follow-up data (post-policy implementation questionnaire 
participation), thereby minimising sample bias; and 
o mixing items from various constructs in the questionnaires in order to 
minimise response bias. 
The limitations of the methods employed include that: 
 A non-randomised single group pre- and post-test design was used for the 
quantitative studies and, while this constituted the most appropriate and 
robust level of evidence possible given the research question and the 
constraints instituted by the study industry, this design is limited in that 
there is no comparison group and cause cannot conclusively be attributed 
to the intervention. It was, however, not feasible or appropriate to the 
study industry to establish a non-intervention control, or to implement the 
policy in stages across the organisations. As a result of this, quantitative 
findings from the research need to be interpreted according to these 
limitations. 
 The psychometric properties of the questionnaire could not be assessed 
due to restrictions on time with regard to the industry implementing the 
policy, as well as restrictions by the industry with regard to access to the 
employees (study participants). The industry would not permit access to 
the employees, which was in excess of the two time points (for the pre- 
and post-policy implementation questionnaires) they had already agreed 
to, because of the costs to the industry in work-time losses. 
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 For some of the constructs measured as part of the impact evaluation 
study, there was not a sufficient number of items to adequately establish 
internal reliability. 
Following implementation of the workplace AOD policy, there were observed 
improvements in the individually-matched sample, in terms of attitudes and 
increased: knowledge, perceived behavioural control, and perceived certainty and 
swiftness of punishment (with regard to workplace AOD impairment). There was 
also a decrease in direct and indirect experience with punishment avoidance for 
workplace AOD impairment following policy implementation. Implementation of the 
policy did not appear to affect general employee AOD use, BIs, perceptions of 
severity (for being punished for workplace AOD impairment), or SNs, with regard to 
workplace AOD impairment. These findings were supported by the aggregate-level 
analysis, except with regard to subjective norms, which in the aggregate-level 
analysis indicated a statistically significant negative relationship between policy 
implementation and SNs. In addition, while not a significant finding, changes in the 
aggregate-level behavioural intentions construct suggested a marginal trend to 
increased intentions to work impaired. Importantly, however, this data does not 
reflect individual changes from pre- to post-policy implementation, and needs to be 
interpreted accordingly. These findings have implications for the industry that 
implemented the workplace AOD policy in terms of them maintaining the 
effectiveness of the workplace AOD policy over time.  
This study represents the second component (impact) of the comprehensive public 
health evaluation, which was used not only to help ensure the adequacy and 
appropriateness of the study industry‘s policy, but also to generate evidence to 
address substantial existing gaps in the knowledge regarding the development and 
implementation of effective workplace AOD policies.  
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Chapter 7: The Outcome Evaluation Study  
Outcome evaluation is traditionally concerned with the longer-term effects of a 
policy and is usually consistent with the policy‘s primary goal (Hawe et al., 1990b). 
This chapter presents the methods, analytical approaches, and results of the study 
evaluating the outcome of the workplace AOD policy in terms of its primary goal—
reduced workplace AOD impairment. First, the chapter details the instrument 
development for the study, the data collection process, and the data management and 
analytical strategy used (Sections 7.1 to 7.3). Second, the chapter describes the 
specific analytical methods (Section 7.4) and presents the results that correspond 
with the following Doctoral research questions: were employees less likely to report 
coming to work impaired by AODs following implementation of the AOD policy, 
than they were prior to implementation (Section 7.5), and what characteristics were 
related to employees being less likely to respond to the AOD policy (Section 7.6)? 
The chapter concludes with a summary and implications from the outcome 
evaluation study results (Section 7.7). 
7.1 INSTRUMENT DEVELOPMENT  
The sections below describe those items that were included in the questionnaire for 
the purpose of answering the research questions related to the outcome evaluation 
study, and include an outline of the theories from which the items were derived.  
7.1.1 MEASUREMENT OF SELF-REPORTED BEHAVIOUR 
The validity and reliability of using self-report as a method for measuring behaviour 
has long been queried, and there is evidence that suggests it may not always be the 
most appropriate or accurate method (Chao & Lam, 2011; Fick, 2001; Hser, Anglin 
& Chou, 1992; Paris & Van den Broucke, 2008; Sullman & Taylor, 2010). The 
method has been deemed to be especially problematic when measuring behaviours 
that are illegal (for example, drink-driving), and/or socially undesirable (for example, 
unsafe sexual practices) because participants may be inclined to respond according to 
what they believe is acceptable and expected behaviour (social desirability bias) 
(Fick, 2001; Hser et al., 1992; Sullman & Taylor, 2010). Self-report has nonetheless 
been used to measure numerous health-related behaviours, principally, where an 
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alternative method is not possible for practical or ethical reasons, for example, in the 
measurement of safe sexual practices (Brown, 2010; Dunn et al., 2008; Morisset, 
Terrade & Somat, 2010; Rosenbloom & Wultz, 2011; Shariff-Marco, Klassen & 
Bowie, 2010).  
There was no alternative method for measuring workplace AOD impairment from 
pre- to post-policy implementation in the context of the present study. While the 
results of AOD tests were available following implementation of the policy, and 
could have been used as a measure of workplace AOD impairment, no baseline data 
were available to determine change following policy implementation. Moreover, 
random workplace AOD testing may not capture all employees who have worked 
while impaired by AODs; it only captures those individuals who are randomly 
selected for testing over a particular timeframe.  
The reduction of workplace AOD impairment was the main goal of the workplace 
AOD policy. This study sought to measure the effect of the policy on employee self-
reported workplace AOD impairment. Specifically, self-reported behaviour was 
measured in the pre- and post-policy questionnaires to determine whether employees 
were less likely to report coming to work impaired by AODs following 
implementation of the AOD policy, than they were prior to policy implementation. 
Self-reported behaviour regarding workplace AOD impairment was measured using 
one item in the questionnaire, which related to whether the participant had come to 
work impaired by ―alcohol and/or other drugs‖, and specified that ‗drugs‘ referred to 
cannabis, amphetamines, heroin, and cocaine only (Appendix B, Question 19a). The 
item had seven possible responses on a Likert-scale that ranged from 1 (―strongly 
disagree‖) through to 7 (―strongly agree‖), and included a ‗neutral‘ position 
(―unsure‖). The item was measured on a seven-point scale to maintain consistency 
with the measurement of other items from the TPB and deterrence theory. 
7.1.2 MEASUREMENT OF PARTICIPANT CHARACTERISTICS 
In addition to determining the effect of the AOD policy on self-reported workplace 
AOD impairment, this study sought to determine which characteristics (age, gender, 
employment-type, employment role, organisation, and site-type) were related to 
employees being less likely to respond positively to the policy (by reducing their 
workplace AOD impairment). The development of these items is described in the 
sections below.  
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Participant demographics 
The influence of age and gender have long been recognised in research on health 
behaviour change (Albarracín et al., 2005; Hankonena, Absetza, Ghislettab, Rennerc 
& Uutela, 2010; Paddison & Flett, 2005 ; Vandelanotte, Reeves, Brug & De 
Bourdeaudhuij, 2008; Zanjani, Schaie & Willis, 2006 ). Age and gender were 
measured as part of this study, in order to determine their role in the context of 
behavioural change with regard to workplace AOD impairment. Similarly, the items 
employment-type, and employment role were included in the questionnaire in order 
to determine their role in this context. The Gender item in the questionnaire included 
the possible responses ―male‖ and ―female‖, and age (in years) requested that 
participants record their age in the space provided (Appendix B, Questions 3-4). 
Employment-type had two possible responses, ―employee‖ and ―contractor‖, and 
employment-role had four possible responses including ―management‖, 
―administration/support‖, ―maintenance and operations‖, and ―other‖, which 
requested a description (Appendix B, Questions 5-6). The three participating 
organisations supplied the categories for employment-type and employment-role, and 
required their inclusion as part of the outcome evaluation study so that they might 
better target the AOD policy in the future, if results were to indicate that particular 
groups of employees were less likely to respond positively to the AOD policy. 
Organisation and site 
Organisation and site (type) were included as part of the study, in order to determine 
their relationship to employee behavioural change following implementation of the 
workplace AOD policy. Organisation and site were not included as items in the 
questionnaire (to be completed by the employees) but were recorded by the Doctoral 
candidate who distributed, collected, and entered all data into the research project 
database. Organisation was either ―#One‖, ―#Two‖, or ―#Three‖, and site either had 
the value, ―office site‖ or ―plant site‖. 
7.2 DATA COLLECTION PROCESS 
The data collection process for the outcome evaluation study is the same as that for 
the impact evaluation study (described in Chapter 6, Section 6.3). 
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7.3 DATA MANAGEMENT AND ANALYTICAL STRATEGY 
The data management and analytical strategy for the outcome evaluation study is the 
same as that for the impact evaluation study (described in Chapter 6, Section 6.4). 
7.4 SPECIFIC ANALYTICAL METHODS USED IN THE OUTCOME 
EVALUATION STUDY 
This section details the analytical approach to the quantitative data that relate 
specifically to the two research questions relevant to the outcome evaluation study. 
Section 7.4.1 describes how the variables used in each of the research questions were 
constructed, the variable type for analytical purposes, and the direction of responses 
for the variables. Section 7.4.2 outlines the specific analytical tests used. 
7.4.1 HOW THE VARIABLES WERE CONSTRUCTED, VARIABLE TYPE FOR 
ANALYTICAL PURPOSES, AND DIRECTION OF RESPONSES FOR THE 
VARIABLES 
For the Doctoral research question that concerned whether employees were 
less likely to report coming to work impaired by AODs following 
implementation of the AOD policy 
Self-Reported Workplace AOD Impairment 
One variable was used in the research question that concerned whether employees 
were less likely to report coming to work impaired by AODs following 
implementation of the AOD policy. Self-Reported Workplace AOD Impairment was 
measured in the questionnaire, using one item. The item was recoded so that higher 
scores on the Likert-scale denoted disagreement to the statement, ―I come to work 
impaired by AODs‖. A histogram of the responses to this recoded item revealed that 
the data were highly skewed and that kurtosis was present. A clear demarcation 
between the frequency of responses to one extreme (denoting strong disagreement to 
the statement that the participant had come to work impaired by AODs), and all other 
responses (from strong agreement to coming to work impaired, and all other options 
between that and strong disagreement to coming to work impaired), was also evident. 
The responses were dichotomised according to the practice described by Buffart and 
colleagues (2009 ) to identify behaviours of interest (in this case coming to work 
impaired versus not coming to work impaired), with those strongly disagreeing with 
the question included in one category (0), and all other responses, (including the 
neutral ―unsure‖ and the ―strongly agree‖ positions) in the alternate position (1). This 
convention has also been applied recently in research by Nielson and Watson, and 
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McMeniman and colleagues (McMeniman et al., 2011; Nielson & Watson, 2008). As 
such, the Self-Reported Workplace AOD Impairment score was treated as a 
categorical variable for the purposes of this study. 
For the Doctoral research question that concerned the characteristics which 
were related to employees being less likely to positively change their 
self-reported workplace AOD impairment following implementation of 
the AOD policy 
The employee characteristics variables are detailed below and include Alcohol Use, 
Cannabis Use, Other Illicit Drug Use, age group, gender, organisation, site, 
employment type, and employment role. The construction of the Self-Reported 
Workplace AOD Impairment Change variable (used in the analysis to address this 
research question) is also described below. 
Alcohol Use 
The construction and direction of responses for this variable were described in 
Chapter 6, Section 6.7.1. The Alcohol Use variable was treated as a categorical, 
predictor variable for the purposes of this study.  
Cannabis Use Category 
The construction, variable type, and direction of responses for this variable, was also 
described in Chapter 6, Section 6.7.1. To account for the small cell sizes in the 
analysis to address the above research question, the Cannabis Use categories were 
collapsed (while still maintaining the important distinctions between relatively recent 
and much less recent use), with 0 denoting never having used cannabis, 1 denoting 
the use of cannabis more than one year ago, and 2 denoting the use of cannabis 
sometime within the last year. The Cannabis Use Category variable was treated as a 
categorical, predictor variable for the purposes of this study.  
Other Illicit Drug Use 
The construction, variable type, and direction of responses for the variables 
Amphetamine Use, Heroin Use, and Cocaine Use, were described in Chapter 6, 
Section 6.7.1. To account for the low levels of illicit drug use, these three drug types 
were combined to form a score: Other Illicit Drug Use. First, the mean for 
Amphetamine Use, Heroin Use, and Cocaine Use was calculated (internal 
consistency was sufficient, Cronbach alpha = .76). Second, the categories for drug 
use were collapsed (while still maintaining the logical distinctions between groups) 
to account for the small cell sizes in the analysis for this research question. This 
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resulted in three groups, with 0 denoting never having used these illicit drugs, 1 
denoting the use of these illicit drugs more than one year ago, and 2 denoting the use 
of these drugs sometime within the last year. The Other Illicit Drug Use variable was 
treated as a categorical, predictor variable for the purposes of this study. 
Age Group 
The age group item in the questionnaire was initially grouped according to the 
Australian Bureau of Statistics age group categories of 15 to 24, 25 to 34, 35 to 44, 
45 to 54, 55 and older. To account for the small cell sizes in the analysis to address 
the above research question, the age group categories were collapsed (while still 
maintaining the logical developmental distinctions between the age groups), resulting 
in three age groups: 15 to 34 (1); 35 to 44 (2); 45 and older (3). The age group 
category variable was treated as a categorical, predictor variable for the purposes of 
this study. 
Gender 
The Gender variable was treated as a categorical, predictor variable for the purposes 
of this study, with 1 denoting male, and 2 denoting female.  
Organisation 
The Organisation variable was treated as a categorical, predictor variable for the 
purposes of this study, with 1 denoting the first organisation, 2 denoting the second 
organisation, and 3 denoting the third study organisation.  
Site  
The site variable was treated as a categorical, predictor variable for the purposes of 
this study, with 1 denoting office-type sites, and 2 denoting plant-type sites. 
Employment Type 
The Employment Type variable was treated as a categorical, predictor variable for 
the purposes of this study, with 1 denoting employee (employment type), and 2 
denoting contractor (employment type). 
Employment Role 
The Employment Role variable was treated as a categorical, predictor variable for the 
purposes of this study, with 1 denoting a management role, 2 denoting an 
administration/support role, and 3 denoting a maintenance and operations role.  
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Self-Reported Workplace AOD Impairment Change 
The construction, variable type, and direction of responses for the variable, Self-
Reported Workplace AOD Impairment, was described above. In order to address the 
current research question concerning which characteristics were related to positive 
changes in workplace AOD impairment behaviour, a variable was required that 
denoted change following policy implementation in self-reported workplace AOD 
impairment behaviour. To create such a variable, it was first necessary to isolate only 
those participants who recorded responses to the Self-Reported Behaviour variable in 
the pre-implementation questionnaire (Appendix B, Question 19a), which indicated 
potential for positive change with regard to workplace AOD impairment behaviour. 
In other words, it was deemed that only participants who did not respond positively 
in the pre-implementation questionnaire, by strongly disagreeing to the statement that 
they had come to work impaired by AODs, could be included. This is because 
participants who strongly disagreed with having come to work impaired had no 
potential for positive change in self-reported workplace AOD impairment on their 
post-policy implementation questionnaire (Appendix C, Question 27a).  
Responses to the Self-Reported Workplace AOD Impairment variable on the post-
implementation questionnaire (Appendix C, Question 27a) were then subtracted from 
the relevant participants‘ responses to the Self-Reported Workplace AOD 
Impairment variable in the pre-implementation questionnaire (Appendix B, Question 
19a). This subtraction of responses on the post-implementation questionnaire, from 
the pre-implementation questionnaire, resulted in a score denoting either positive, 
negative, or no change in Self-Reported Workplace AOD Impairment. This score 
was then dichotomised to denote positive change (1), and no positive change (0), 
which included no change and negative change. Dichotomising responses in this 
manner is a practice described by Buffart and colleagues (2009) to identify an 
outcome of interest, and is a convention that has been applied elsewhere 
(McMeniman et al., 2011; Nielson & Watson, 2008). As such, the Self-Reported 
Workplace AOD Impairment Change variable was treated as a categorical, outcome 
variable for the purposes of this study. 
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7.4.2 ANALYTICAL TESTS USED 
For the Doctoral research question that concerned whether employees were 
less likely to report coming to work impaired by AODs following 
implementation of the AOD policy 
For the aggregate study population comparison 
Aggregate level changes in the study population data from pre- to post-policy 
implementation (with regard to changes in workplace AOD impairment) were used 
to suggest a possible effect of the policy (and to support and verify findings from the 
individually-matched study sample). The aggregate level findings are presented in 
Table 7.1. As explained in Chapter 6, Section 6.6.1 the violation of the statistical 
assumption of independence in the study population data pre- and post-policy 
implementation, means that analytical tests for statistical significance need to be 
interpreted with caution. As such, the results for the aggregate study population 
comparison are given less emphasis than the results from the individually-matched 
study sample (which are reported according to the hypothesis posed to address the 
research question for this study). 
For the aggregate analysis with categorical variables, a Chi-square test was 
undertaken. This test was recommended by Field (2009a) as appropriate for the 
analysis of independent, categorical variables. 
For the individually-matched study sample comparison 
The data used to answer this research question were derived from the sample of 
matched pre- and post-policy implementation questionnaires (as described in Chapter 
6, Section 6.6). The Self-Reported Workplace AOD Impairment variable outlined 
above was not independent, as repeated measures were necessary to test the relevant 
hypothesis related to the research question. As such, a McNemars test was used. This 
test is recommended by Field (2009c) for non-independent categorical data.  
For the Doctoral research question that concerned the characteristics which 
were related to employees being less likely to positively change their 
self-reported workplace AOD impairment following implementation of 
the AOD policy 
The data used to answer this research question were derived from the sample of 
matched pre- and post-policy implementation questionnaires (it was only possible to 
undertake analysis to answer this research question, by using matched pre- and post-
questionnaire data). Predictor variables for this research question included: Alcohol 
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Use, Cannabis Use, Other Illicit Drug Use, age group, gender, organisation, site, 
employment type, and employment role. The outcome variable for this research 
question was Self-Reported Behaviour Change. 
Unlike in Chapter 6, these constructs were treated in this study as categorical 
variables because they could not be assumed to have had a linear relationship, as 
continuous variables, with the outcome variable in a logistic regression analysis. 
Furthermore, the decision was made to treat them as categorical for the purposes of 
the outcome evaluation study and analysis, to enhance interpretation of the logistic 
regression analysis, and applicability of the findings.  
Initially, Chi-square analyses were used to explore the bi-variate relationship 
between each predictor variable and the outcome variable. Predictor variables that 
had sufficient expected counts in the Chi-square analyses were subsequently 
included in a logistic regression analysis with Self-Reported Behaviour Change as 
the outcome variable.  
7.5 RESULTS FOR THE DOCTORAL RESEARCH QUESTION THAT 
CONCERNED WHETHER EMPLOYEES WERE LESS LIKELY TO 
REPORT COMING TO WORK IMPAIRED BY AODS FOLLOWING 
IMPLEMENTATION OF THE AOD POLICY  
7.5.1 RESULTS FROM THE AGGREGATE STUDY POPULATION 
Aggregate level changes in the study population data from pre- to post-policy 
implementation suggest that, following implementation of the policy, fewer 
employees reported that they had come to work impaired by AODs than prior to 
policy implementation (a statistically significant standardised residual reflects this 
finding, at the p < .05 level). The overall (Chi-square) test was statistically 
significant, x
2 
(1) = 11.23, p < .05, Phi = .08 (representing a small effect size).  
Table 7.1 
Aggregate Change in Employee Self-reported Workplace AOD Impairment Following Implementation 
of the Workplace AOD Policy 
Questionnaire Self-reported workplace impairment Total (n) p value 
Do not work 
impaired 
Have worked 
impaired 
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n % n % 
Pre-
implementation 
972 85.0 174 15.2 1146 p < .05 
Post-
implementation 
655 90.1 72 10.1 727 
 
7.5.2 RESULTS FROM THE INDIVIDUALLY-MATCHED STUDY SAMPLE 
This section presents the results as they apply to the hypothesis posed to answer the 
research question for the outcome evaluation study. 
Hypothesis 
 Null: There was no change in employees reporting coming to work 
impaired by AODs, following policy implementation. 
Employees were statistically significantly less likely to report coming to work 
impaired by AODs following implementation of the AOD policy than they were 
prior to AOD policy implementation, x
2
 (1) = 15.84, p < .001, Phi = .74 (representing 
a large effect size). Specifically, prior to policy implementation, n = 76 (16.5%) 
employees reported that they had come to work impaired by AODs compared with, n 
= 39 (8.5%) employees who, following policy implementation, reported that they had 
come to work impaired (Table 7.2).  
Table 7.2 
Change in Employee Self-reported Workplace AOD Impairment Following Implementation of the 
Workplace AOD Policy 
Questionnaire Self-reported workplace impairment Total (n) p value 
Do not work 
impaired 
Have worked 
impaired 
n % n % 
Pre-
implementation 
386 83.5 76 16.5 462 p < .001 
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Post-
implementation 
420 91.5 39 8.5 459 
 
7.6 RESULTS FOR THE DOCTORAL RESEARCH QUESTION THAT 
CONCERNED THE CHARACTERISTICS WHICH WERE RELATED 
TO EMPLOYEES BEING LESS LIKELY TO POSITIVELY CHANGE 
THEIR SELF-REPORTED WORKPLACE AOD IMPAIRMENT, 
FOLLOWING IMPLEMENTATION OF THE AOD POLICY 
This section outlines the findings according to the hypothesis posed to address this 
research question.  
7.6.1 HYPOTHESIS 
 Null: Changes from pre- to post-policy implementation in employee Self-
Reported Workplace AOD Impairment (regarding coming to work 
impaired by AODs) was not related to Alcohol Use, Cannabis Use, Other 
Illicit Drug Use, age group, gender, organisation, site, employment type, 
and employment role. 
A series of Chi-square tests were undertaken to explore the bi-variate relationships 
between each of the predictor variables (Alcohol Use, Cannabis Use, Other Illicit 
Drug Use, age group, gender, organisation, site, employment type, and employment 
role), and the outcome variable (Changes in Self-Reported Workplace AOD 
Impairment following policy implementation). Results indicated that positive 
changes in Self-Reported Workplace AOD Impairment following policy 
implementation were related to lower levels of Alcohol Use, and this relationship 
was statistically significant, x
2
 (2) = 6.62, p < .05, Cramer‘s V = .31 (representing a 
medium effect size) (Table 7.3). There were no statistically significant standardised 
residuals; however, the cross tabulation (Table 7.3) shows that half of all employees 
who drank at levels that indicate alcohol dependency recorded no positive changes 
with regard to Self-Reported Workplace AOD Impairment following policy 
implementation, compared with only 25% of all employees who drank at levels 
associated with harm, and 15% of employees who drank at levels not associated with 
harm.  
Table 7.3 shows that while the pattern for Cannabis Use was similar to Alcohol Use, 
in that the more recently (and frequently) an employee reported using cannabis, the 
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less likely they were to record a positive change with regard to workplace AOD 
impairment, the finding was not statistically significant. More than one cell in the 
cross tabulation of Other Illicit Drug Use and Self-Reported Workplace AOD 
Impairment following policy implementation, had expected counts less than two, and 
a Chi-square test was not possible (Table 7.3). 
Changes in Self-Reported Workplace AOD Impairment following policy 
implementation did not appear to be related to gender, age group, and employment 
type, in that none of these Chi-square tests were statistically significant (Table 7.4). 
One cell in the cross tabulation of Organisation and Self-Reported Workplace AOD 
Impairment following policy implementation had an expected count of less than two, 
and a Chi-square test was not possible (Table 7.4). 
While the association between site-type and Self-Reported Workplace AOD 
Impairment following policy implementation was not significant at the p < .05 level 
(it was close, at p = .06), employees who were based at plant sites appeared to be less 
likely to record positive changes in Self-Reported Workplace AOD Impairment 
following policy implementation compared with their colleagues based in office sites 
(Table 7.4). There was also an association between Self-Reported Workplace AOD 
Impairment Change following policy implementation and employment role, and this 
relationship was statistically significant, x
2
 (2) = 7.50, p < .05, Cramer‘s V = .30 
(representing a small effect size). Specifically, employees who undertook 
maintenance and operations roles were less likely to positively change their Self-
Reported Workplace AOD Impairment following policy implementation (36% of all 
employees in maintenance and operations did not record positive change following 
policy implementation), compared with their colleagues in management and 
administration/support roles (25% and 6%, respectively, did not record positive 
changes in Self-Reported Workplace AOD Impairment following policy 
implementation) (Table 7.4).
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Table 7.3 
Employee General AOD Use and Change in Self-reported Workplace AOD Impairment Following Policy Implementation  
  Self-reported workplace AOD impairment Total p value 
  Positive change No positive change 
  n % n % 
Alcohol use Not harmful 23 85.2 4 14.8 27 p < .05 
Harmful/hazardous 18 75.0 6 25.0 24 
Indicates 
dependency 
9 50.0 9 50.0 18 
        
Cannabis use Never used 26 86.7 4 13.3 30 p = .06 
Used more than a 
year ago 
17 68.0 8 32.0 25 
Used sometime 
within last year 
11 58.0 8 42.1 19 
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Other illicit 
drug use 
Never used 47 73.4 17 27.0 64 n/a * 
Used more than a 
year ago 
1 25.0 3 75 4 
Used sometime 
within last year 
5 100 0 0.0 5 
* One or more cells had expected counts that were too small to undertake Chi-square
 
test
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Table 7.4 
Employee Demographics and Change in Self-reported Workplace AOD Impairment Following Policy Implementation  
  Self-reported workplace AOD impairment Total (n) p value 
  Positive change No positive change 
  n % n % 
Gender Male 45 71.0 18 29 63 p = .51 
Female 9 82.0 2 18.0 11  
        
Age group 15-34 years 17 63.0 10 37.0 27 p = .35 
35-44 years 17 81.0 4 19.0 21  
45 years & 
older 
17 77.3 5 22.7 22  
        
Organisation #One 35 70.0 15 30.0 50 n/a * 
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#Two 14 74.0 5 26.3 19  
#Three 5 100 0 0.0 5  
        
Site type Office site 8 100 0 0.0 8 p = .06 
Plant site 41 67.0 20 33 61  
        
Employment 
type 
Employee 47 73.0 17 27.0 64 p = .70 
Contractor 6 67.0 3 33.0 9  
        
Employment 
role 
Management 6 75.0 2 25.0 8 p < .05 
Administration 
or support 
17 94.0 1 6.0 18  
Maintenance or 
operations 
30 64.0 17 36.0 47  
* One or more cells had expected counts that were too small to undertake Chi-square
 
test 
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In order to account for any possible relationships between the predictor variables 
(Alcohol Use, Cannabis Use, Other Illicit Drug Use, age group, gender, organisation, 
site, employment type, and employment role), and the outcome variable (Self-
Reported Workplace AOD Impairment Change following policy implementation), a 
logistic regression analysis was conducted. Other Illicit Drug Use and organisation 
were not able to be included in the analysis because expected counts in one or more 
cells in the respective Chi-square tests (Table 7.3 and Table 7.4) were not sufficient. 
While the test indicated support for the alternate hypothesis, in that the predictor 
variables statistically significantly predicted changes in Self-Reported Workplace 
AOD Impairment, x
2
 (11) = 21.40, p < .05, r
2
 = .30 (Cox & Snell), .43 (Nagelkerke), 
no single predictor was statistically significantly related to change in employee Self-
Reported Workplace AOD Impairment following policy implementation (Table 7.5). 
It is possible that a number of small expected counts in some cells and the large 
number of predictor variables included, meant that the logistic regression test was not 
able to discriminate between predictor variables with regard to their combined 
relationship with employee Self-Reported Workplace AOD Impairment following 
policy implementation. 
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Table 7.5 
Logistic Regression Analysis of Relationship Between Employee Characteristics and Change in Self-
reported Workplace AOD Impairment 
Characteristic Wald p 
value 
OR** 95% C.I. for 
OR 
Alcohol use Not harmful* - - 1.00 - - 
Harmful/hazardous 0.01 .93 1.10 0.13 9.20 
Indicates dependency 1.00 .32 0.37 0.05 2.61 
Cannabis 
use 
Never used* - - 1.00 - - 
Used more than a year 
ago 
2.01 .16 0.24 0.03 1.73 
Used sometime within 
last year 
0.52 .47 0.50 0.07 3.40 
Gender Male 0.04 .83 0.76 0.06 9.25 
Female* - - 1.00 - - 
Age group 15-34 years 0.28 .60 0.57 0.07 4.55 
35-44 years 1.00 .32 2.80 0.37 21.18 
45 years & older* - - 1.00 - - 
Site type Office site* - - 1.00 - - 
Plant site 0.00 1.00 0.00 0.00 0.00 
Employment 
type 
Employee* - - 1.00 - - 
Contractor 0.20 .65 1.60 0.21 11.97 
Employment 
role 
Management* - - 1.00 - - 
Administration/support 0.00 1.00 0.00 0.00 0.00 
Maintenance/operations 0.02 .90 0.85 0.07 10.44 
* Referent group ** Adjusted for variables in the equation 
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7.7 SUMMARY AND IMPLICATIONS 
The study evaluating the outcome of the policy sought to assess whether the main 
goal of the workplace AOD policy, to reduce workplace AOD impairment, was 
achieved. The strengths of the methods for this study include: 
 The constructs measured as part of the study are based on theory and/or 
are evidence-based. 
Weaknesses of the methods include: 
 That the non-randomised single group pre-and post-test study design does 
not allow for attribution of cause, so that it is not certain whether it was the 
intervention which accounted for the observed changes from pre- to post-
test, or whether there was an alternative explanation for the findings, such 
as social desirability bias. 
 The main outcome variable in this study was based on participant self-
report, and this type of measure can be potentially limited in its accuracy, 
especially when it relates to sensitive information; in this instance the 
reporting (albeit anonymously) of one‘s own unacceptable behaviour in 
the workplace. 
Following policy implementation there was a statistically significant reduction in 
self-reported workplace AOD impairment. While a positive change in self-reported 
workplace AOD impairment following implementation of the policy did not appear 
to be related to gender, age group, or employment type, it was related to levels of 
employee general alcohol use, cannabis use, site type, and employment role.  
These findings may have implications for the industry in terms of increasing the 
effectiveness of the workplace AOD policy by potentially targeting those groups of 
employees who were less likely to reduce their workplace AOD impairment 
following implementation of the policy. These findings do, however, need to be 
interpreted according to the limitations of the study design used. 
This study represents the third component (outcome) of the comprehensive public 
health evaluation, which was used not only to ensure the adequacy and 
appropriateness of the study industry‘s policy, but also to generate evidence to 
address substantial existing gaps in the knowledge regarding the effectiveness of 
 180 Chapter 7: The Outcome Evaluation Study 
workplace AOD policies to reduce workplace AOD impairment, and which 
employee groups respond less well to workplace AOD policies.  
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Chapter 8: Integration of the Process, 
Impact, and Outcome 
Evaluation Findings 
The theoretical logic of the relationship between the three forms of evaluation 
(process-impact-outcome) is that it is necessary to know first whether a policy was 
implemented according to what was originally intended (process evaluation) before 
establishing the effects of the policy (impact and outcome evaluations), because the 
effects of the policy will be dependent upon the policy being implemented as 
intended (Hawe et al., 1990c). Conversely, if the impact and outcome evaluations 
establish the likely effectiveness of the policy, then it is reasonable to assume that it 
was the process of developing and implementing the policy that enabled the effect 
(Hawe et al., 1990c). This chapter describes the relationship between the process of 
developing and implementing the policy (process evaluation), changes in the risk 
factors for workplace AOD impairment (impact evaluation), and changes in 
workplace AOD impairment behaviour (outcome evaluation). Specifically it reports 
the observed association between findings from process and impact evaluation 
studies (Section 8.5), as well as the relationship between findings from the impact 
and outcome evaluation studies (Section 8.6). Instrument development for the 
integration of the evaluation findings, the data collection processes, and the data 
management and analytical strategies are described in Sections 8.1, 8.2, and 8.3, 
respectively. Section 8.4 describes the specific analytical approaches to address the 
following research questions: what was the observed association between the process 
of developing and implementing the AOD policy, and the impact of the policy in 
changing the risk factors for workplace AOD impairment, and what was the 
association between the changes in the risk factors targeted by the policy, and 
changes in the construct measured as part of the outcome evaluation study: self-
reported workplace AOD impairment? The chapter concludes with a summary and 
implications of the findings (Section 8.7). 
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8.1 INSTRUMENT DEVELOPMENT 
Instrument development for the process, impact, and outcome evaluation studies, are 
described in the relevant sections for each study (Chapters 5, 6, and 7, respectively). 
Instrument development specific to each of the research questions, examining the 
relationship between findings from the three evaluation studies, are as follows: 
8.1.1 THE RELATIONSHIP BETWEEN THE PROCESS AND IMPACT EVALUATIONS  
Part 1 
Instrument development was according to that described for the process and impact 
evaluation studies (Chapter 5, Section 5.1 and Chapter 6, Section 6.2, respectively). 
Part 2 
In order to support the qualitative findings assessing the relationship between the 
process and impact evaluation studies (Part 1), Part 2 uses quantitative findings. 
Several items were included in the post-policy implementation questionnaire to 
measure (quantitatively) employees‘ perception of the fidelity of the policy. As 
described in the research methodology chapter (4), Section 4.7.1, employees‘ 
perception of the fidelity of the workplace AOD policy is a construct that represents 
a component of a traditional process evaluation. The concept of fidelity was also 
measured qualitatively as part of the process evaluation (Chapter 5, Section 5.1.1), 
and in that context it referred particularly to the extent to which the policy was 
implemented according to what was originally intended. Employee perceived fidelity 
was measured quantitatively (as part of the integration of the evaluation studies) in 
order to include the perspective of all the participating employees, as fidelity 
measured qualitatively in the process evaluation contained only the perspective of 
those individuals who were involved in the development and implementation of the 
policy. 
As such, the instrument development for Part 2 of the assessment of the relationship 
between the process and impact evaluations was according to that described for the 
impact evaluation study (Chapter 6, Section 6.1), and the variable Employee 
Perceived Fidelity, described below. Part 2 of the Doctoral research question, 
regarding the relationship between the process and impact evaluations, is concerned 
specifically with whether positive changes in the risk factors for workplace AOD 
impairment, were associated with employee perceived fidelity of the policy. 
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Employee Perceived Fidelity (of the AOD policy) 
Brown, Bain et al (2008) in their research, found that employee perceptions of policy 
‗effectiveness‘ (fidelity) were associated with: the extent to which employees were 
educated about the policy and the harms of workplace AOD impairment, the 
perception that employee rights had been respected, the establishment of clear 
guidelines and rationale for selecting employees for AOD testing, the provision of 
adequate training for supervisors to address AOD problems, the provision (and a 
focus on) rehabilitation services with regard to employee AOD problems, and a 
broader organisational concern for the health and wellbeing of employees (as 
opposed to merely ‗catching‘ AOD users).  
The five items included in the post-policy implementation questionnaire to 
quantitatively measure employee perceptions of fidelity were derived directly from 
Brown, Bain et al‘s (2008) findings (as described above) and included: whether the 
workplace AOD education that the employee attended was effective in educating 
them about the harms of AOD impairment in the workplace; whether the guidelines 
and rationale for the AOD policy were made clear; whether the AOD policy respects 
the rights of the employee; whether the employee‘s views were represented in the 
development of the policy; and whether the employee was aware that they had access 
to the employee assistance program for counselling, support, and rehabilitation for 
their AOD use (Appendix C, Questions 10-14). These five items each had seven 
possible responses on a Likert-scale ranging from 1 (―strongly disagree‖) through to 
7 (―strongly agree‖), and included a ‗neutral‘ position (―unsure‖). A seven-point 
scale was used in order to maintain consistency with the measurement of the TPB, 
the deterrence theory, and the self-reported workplace AOD impairment behaviour 
constructs on the questionnaire (which were all measured on a seven-point Likert-
scale). 
8.1.2 THE RELATIONSHIP BETWEEN THE IMPACT AND OUTCOME EVALUATIONS 
Instrument development was according to that described for the impact and outcome 
evaluation studies (Chapter 6, Section 6.1 and Chapter 7, Section 7.1, respectively). 
8.2 DATA COLLECTION PROCESS 
Data collection for the process, impact, and outcome evaluation studies are described 
in the relevant sections for each study (Chapters 5, 6, and 7, respectively). Data 
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collection specific to each of the research questions, to examine the relationship 
between the findings from the three evaluation studies, are as follows: 
8.2.1 THE RELATIONSHIP BETWEEN THE PROCESS AND IMPACT EVALUATIONS  
Part 1 
Data collection was according to that described for the process and impact evaluation 
studies (Chapter 5, Section 5.2 and Chapter 6, Section 6.3, respectively). 
Part 2 
Data collection was according to that described for the impact evaluation study 
(Chapter 6, Section 6.3). 
8.2.2 THE RELATIONSHIP BETWEEN THE IMPACT AND OUTCOME EVALUATIONS  
Data collection was according to that described for the impact and outcome 
evaluation studies (Chapter 6, Section 6.3 and Chapter 7, Section 7.2, respectively). 
8.3 DATA MANAGEMENT AND ANALYTICAL STRATEGY 
The data management and analytical strategy for the process, impact, and outcome 
evaluation studies are described in the relevant sections for each study (Chapters 5, 6, 
and 7, respectively). Data management and general analytical strategy specific to 
each of the Doctoral research questions examining the relationship between the 
findings from the three evaluation studies are outlined below. Details of the specific 
analytical tests used to address each of the integration research questions are 
described in the subsequent section (Section 8.4). 
8.3.1 THE RELATIONSHIP BETWEEN THE PROCESS AND IMPACT EVALUATIONS  
Part 1 
Data management and analytical strategy was according to that described for the 
process and impact evaluation studies (Chapter 5, Section 5.3 and Chapter 6, Section 
6.4, respectively). 
Part 2 
Data management and analytical strategy was according to that described for the 
impact evaluation study (Chapter 6, Section 6.4). 
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8.3.2 THE RELATIONSHIP BETWEEN THE IMPACT AND OUTCOME EVALUATIONS  
Data management and analytical strategy was according to that described for the 
impact and outcome evaluation studies (Chapter 6, Section 6.4 and Chapter 7, 
Section 7.3, respectively). 
8.4 SPECIFIC ANALYTICAL METHODS USED TO ASSESS THE 
RELATIONSHIP BETWEEN THE EVALUATION STUDIES 
Section 8.4.1 will discuss the analytical methods used to address the question that 
concerned the association between the process and impact evaluation studies. Section 
8.4.2 describes the analytical methods used to address the research question that 
concerned the association between the impact and outcome evaluation studies. These 
sections will detail how the variables used in the relevant research questions were 
constructed, the variable type for analytical purposes, and the direction of responses 
for the variables. The analytical tests used to address these research questions will 
also be described. 
8.4.1 FOR THE RESEARCH QUESTION THAT CONCERNED THE ASSOCIATION 
BETWEEN THE PROCESS AND IMPACT EVALUATION FINDINGS  
Both qualitative and quantitative data were used to address this research question. 
For Part 1 of this research question, the qualitative data used included the results 
from the process evaluation study (Chapter 5, Sections 5.6), and a summary of the 
overall results (in a qualitative form) from the impact evaluation study. These data 
were reviewed to assess the likelihood and direction of a relationship between the 
process and impact of the workplace AOD policy. For Part 2 of this research 
question, quantitative data derived from the individually-matched questionnaires 
were used. The variables and analytical tests used in the quantitative part of the 
question (Part 2) are described below. 
How the variables were constructed, the variable type for analytical purposes, 
and the direction of responses for the variables 
Part 1 
Not relevant, as qualitative data were used. 
Part 2 
For Part 2, the following variables were constructed: 
 Employee Perceived Fidelity 
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Employee perceived fidelity (the extent to which employees perceived that the policy 
was valuable) was measured using five items in the post-policy implementation 
questionnaire. Possible responses to these items ranged from one to seven on a 
Likert-scale with 1 denoting strong disagreement to the statement, 4 denoting 
uncertainty of response to the statement, and 7 denoting strong agreement to the 
statement. A score for employee perceived fidelity was established by first ensuring 
that there was sufficient internal consistency among the five items (Cronbach alpha = 
.81), and then calculating a mean from these items. The variable was then 
dichotomised to denote either that the employee perceived the AOD policy to 
possess fidelity (0) (this category included all original responses from 5–7), or that 
the employee perceived the policy not to possess inherent fidelity (1) (this category 
included all scores 1–4). This decision was made after first exploring the data for this 
variable using a graph, which revealed a frequency distinction between the first four 
possible responses, and the last three possible responses. Dichotomising responses in 
this manner is a practice described by Buffart and colleagues (2009) to identify an 
outcome of interest, and is a convention which has been applied elsewhere 
(McMeniman et al., 2011; Nielson & Watson, 2008). The Employee Perceived 
Fidelity variable was thus treated as a categorical, predictor variable for the purposes 
of this study. 
 Impact change variables 
The construction, variable type, and direction of responses for the constructs 
measured as part of the impact evaluation study (AOD Use; knowledge; BIs; 
attitudes; SNs; perceived behavioural control; perceptions of the certainty, severity, 
and swiftness of punishment following workplace AOD impairment; and direct and 
indirect experience with punishment avoidance for workplace AOD impairment) 
were described in Chapter 6, Section 6.7.1. For the purposes of this research 
question, a dichotomous outcome variable denoting change (following policy 
implementation) for each of these variables was required. To create these variables, it 
was first necessary to isolate only those participants who recorded responses to the 
relevant variable in the pre-implementation questionnaire, which indicated potential 
for positive change. For example, in the case of Alcohol Use, this included all 
participants whose responses indicated that they drank at levels that were 
harmful/hazardous, or at levels that indicated dependency (participants with levels of 
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drinking that were not harmful were not included because they had no potential for 
improvement in this construct). In the case of knowledge, to give another example, 
this included all participants whose responses indicated that they had a low or 
moderate level of knowledge with regard to workplace AOD impairment 
(participants with high levels of knowledge were not included because they had no 
potential for improvement in this construct). Responses to the relevant variable in the 
post-implementation questionnaire were then subtracted from the relevant 
participants‘ (those cases which were isolated according to the above definition) 
responses to this variable in the pre-implementation questionnaire. This resulted in 
either positive, negative, or no change for each of the variables. This score was then 
dichotomised to denote positive change (1), and no positive change (0) (includes no 
change and negative change). As such, each of the change variables was treated as a 
categorical, outcome variable for the purposes of this (part of the) research question. 
Analytical tests used 
The predictor variable was Employee Perceived Fidelity and the outcome variables 
included: Alcohol Use change, Cannabis Use change, Amphetamine Use change, 
Heroin Use change, Cocaine Use change, knowledge change, BI change, attitude 
change, SN change, perceived behavioural control change, perception of certainty 
change, perception of severity change, perception of swiftness change, direct 
experience with punishment avoidance change, and indirect experience with 
punishment avoidance change. 
Chi-square analyses were used to explore the relationship between the predictor and 
each of the outcome variables (outlined above). 
8.4.2 FOR THE RESEARCH QUESTION THAT CONCERNED THE ASSOCIATION 
BETWEEN THE IMPACT AND OUTCOME EVALUATION FINDINGS 
The quantitative data used to address this research question were derived from the 
individually-matched questionnaires (as described in Chapter 6, Section 6.6). The 
variables used are described below. 
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How the variables were constructed, the variable type for analytical purposes, 
and the direction of responses for the variables 
Impact change variables 
The construction, variable type, and direction of responses for these variables were 
described above in Section 8.4.1 (Part 2). For the purposes of this research question 
each of the ‗change‘ variables were treated as categorical, predictor variables.  
Self-Reported Workplace AOD Impairment Change 
The construction, variable type, and direction of responses for the Self-Reported 
Workplace AOD Impairment Change variable, was described in Chapter 7, Section 
7.4.1. This variable was treated as a categorical, outcome variable for the purposes of 
this research question. 
Analytical tests used 
The predictor variables included: Alcohol Use change, Cannabis Use change, 
Amphetamine Use change, Heroin Use change, Cocaine Use change, knowledge 
change, BI change, attitude change, SN change, perceived behavioural control 
change, perception of certainty change, perception of severity change, perception of 
swiftness change, direct experience with punishment avoidance change, and indirect 
experience with punishment avoidance change. The outcome variable was Self-
Reported Workplace AOD Impairment Change. 
Initially, Chi-square analyses were used to explore the relationship between the 
outcome and each of the predictor variables outlined above. A logistic regression 
analysis to determine the combined effect of the above predictor variables was not 
possible because of small cell sizes, and the multicollinearity that exists between 
these predictor variables. Section 8.6 (below) reports the findings from the Chi-
square analyses for this research question. 
8.5 RESULTS CONCERNING THE ASSOCIATION BETWEEN THE 
PROCESS AND IMPACT OF THE POLICY  
The results in this section are for the Doctoral research question that concerned the 
association between the process of developing and implementing the AOD policy, 
and the impact of the policy in changing the risk factors for workplace AOD 
impairment. 
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8.5.1 QUALITATIVE FINDINGS (PART 1) 
The results from the study, evaluating the process of developing and implementing 
the workplace AOD policy, indicate that the AOD policy was well done, in that it 
was mostly developed and implemented according to what was originally intended, 
and according to the best-practice guidelines for workplace AOD policies. There 
were four main interview questions used in the process evaluation study, to measure 
the extent to which the policy was developed and implemented according to what 
was originally intended. There were, however, some components of the development 
and implementation of the policy that were better done than others. For example, the 
less-than-comprehensive education received by one of the organisations, the 
perceived violation of privacy in aspects of the testing procedure, and the process 
was expensive and took a long time (Chapter 5, Section 5.6.1).  
There were also four interview questions used in the process evaluation study, to 
measure the extent to which the policy aligned with Duffy and Ask‘s (2001) best-
practice guidelines for AOD policy development and implementation in Australian 
workplaces (see Chapter 5, Section 5.1.2 for an outline of these guidelines). The 
results indicated that overall the policy was developed and implemented according to 
best-practice in that: consultation during the policy development phase was extensive 
(and took into consideration the multiple interests involved in the development of 
such a policy); the policy was comprehensive; there was universal application of the 
policy to all employees; changes in the workplace were gradual and informed; and, 
the policy was publicised appropriately. The best-practice guidelines also include 
several other aspects to the development and implementation of AOD policies that 
were not explicitly measured as part of the process evaluation study, but that were 
addressed as part of the responses to the interview questions for this study. 
Responses indicated that: the AOD policy was organisation-specific (in this case 
industry-specific), and took into consideration the influence of the union bodies in 
that industry; the policy included instructions and procedures for responding to 
AOD-related incidents; the rationale for AOD testing was included as part of the 
policy; AOD testing was part of a comprehensive policy to reduce AOD-related 
harm; and, employee compliance was engendered through a definition of roles and 
responsibilities, education, and training. Responses did also indicate, however, that 
best-practice was not adhered to with regard to a review of the implementation of the 
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policy. Responses by the interview participants indicated that a review of policy 
implementation by the original working party that was involved in the policy‘s 
development, was intended, but had not taken place. 
The results from the study, evaluating the impact of the policy in changing the risk 
factors for workplace AOD impairment, indicated that the AOD policy was 
principally successful in that, following policy implementation, statistically 
significant positive changes with regard to workplace AOD impairment were 
recorded for the following variables: knowledge, attitudes, perceived behavioural 
control, perceptions of the certainty of being punished for coming to work impaired 
by AODs, perceptions of the swiftness of punishment for coming to work impaired 
by AODs, and direct and indirect experience with punishment avoidance for 
workplace AOD impairment (Chapter 6, Sections 6.9). There were, however, no 
statistically significant positive changes following policy implementation for BIs, 
SNs, and perceptions of the severity of punishment for workplace AOD impairment. 
Given results indicated that the process of developing and implementing the 
workplace AOD policy was largely according to best-practice, and implemented as it 
was intended (representing the process of the policy), and there were positive 
changes in the majority of the risk factors for workplace AOD impairment 
(representing the impact of the policy), it may be reasonable to assume a positive 
association between the process and impact of the policy in the context of this 
research project. Hawe (1990c) asserts that if the impact (and outcome) evaluations 
establish the likely effectiveness of the policy, then it is reasonable to assume that it 
was the process of developing and implementing the policy that enabled the effect.  
8.5.2 QUANTITATIVE FINDINGS (PART 2) 
 Null hypothesis: the change from pre- to post-policy implementation in the 
risk factor variables (employee general AOD use; knowledge; BIs; 
attitudes; SNs; perceived behavioural control; perception of certainty, 
severity, and swiftness; and direct and indirect experience with punishment 
avoidance) was not related to employee perceived fidelity. 
A series of Chi-square analyses were conducted with Employee Perceived Fidelity as 
the predictor variable and each of the risk factor ‗change‘ variables as the outcome 
variable. The cross-tabulations for the outcome variables Alcohol Use change, 
Heroin Use change, Cocaine Use change, and direct experience with punishment 
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avoidance change, each had one or more cells with expected counts that were too 
small to undertake Chi-square
 
tests with the predictor variable. The analyses 
supported the alternate hypothesis, in part, in that changes from pre- to post-policy 
implementation in employee BIs, perceived behavioural control, and perceptions of 
certainty, appeared to be positively related to employee perceived fidelity of the 
AOD policy (Table 8.1 to Table 8.3).  
More specifically, the analyses indicated that employees were less likely to 
positively change their BIs following policy implementation, if they did not perceive 
the policy to possess fidelity, and this finding was statistically significant, x
2
 (1) = 
4.51, p < .05, Phi = -.15 (representing a small effect size). Results indicated that 
employees were also less likely to positively change their perceived behavioural 
control following policy implementation, if they did not perceive the policy to 
possess fidelity, and this finding was statistically significant, x
2
 (1) = 5.30, p < .05, 
Phi = -.20 (representing a small effect size). Similarly, employees appeared to be less 
likely to positively change their perceived certainty of being punished for workplace 
AOD impairment following policy implementation, if they did not perceive the 
policy to possess fidelity. This finding was also statistically significant, x
2
 (1) = 4.50, 
p < .05, Phi = -.10 (representing a small effect size). There were no statistically 
significant relationships between any of the remaining impact change variables, and 
employee perceived fidelity. 
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Table 8.1 
The Relationship Between Employee Perceived Fidelity (of the Policy) and Changes in AOD Use 
Following Policy Implementation in the Individually-matched Study Sample 
Perception 
of fidelity 
of policy 
Risk factor change following policy 
implementation 
Total (n) p value 
Positive change No positive change 
n % n % 
 Alcohol Use 
Effective 0 0.0 120 100 120 n/a**** 
Not 
effective 
0 0.0 36 100 36 
 Cannabis Use 
Effective 36 25.0 106 75.0 142 p = .47 
Not 
effective 
16 31.0 36 69.0 52 
 Amphetamine Use 
Effective 15 50.0 15 50.0 30 p = .46 
Not 
effective 
3 33.0 6 67.0 9 
 Heroin Use 
Effective 2 67.0 1 33.0 3 n/a**** 
Not 
effective 
1 100 0 0.0 1 
 Cocaine Use 
Effective 7 35.0 13 65.0 20 n/a**** 
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Not 
effective 
0 0.0 4 100 4 
**** One or more cells had expected counts that were too small to undertake Chi-square test 
 
Table 8.2 
The Relationship Between Employee Perceived Fidelity (of the Policy) and Changes in BIs (and the 
Antecedents of BIs) Following Policy Implementation in the Individually-matched Study Sample 
Perception 
of fidelity 
of policy 
Risk factor change following policy 
implementation 
Total (n) p value 
Positive change No positive change 
n % n % 
 BIs * 
Effective 55 41.0 80 59.0 135 p < .05 
Not 
effective 
13 25.5 40 75.5 53 
 Attitudes * 
Effective 82 63.0 49 37.0 131 p = .50 
Not 
effective 
27 56.0 21 44.0 48 
 SNs * 
Effective 40 71.0 16 29.0 56 p = .20 
Not 
effective 
14 56.0 11 44.0 25 
 Perceived Behavioural Control * 
Effective 91 81.0 21 19.0 112 p < .05 
Not 
effective 
23 62.0 14 38.0 37 
*With regard to workplace AOD impairment 
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Table 8.3 
The Relationship Between Employee Perceived Fidelity (of the Policy) and Changes in Deterrence 
Constructs Following Policy Implementation 
Perception 
of fidelity 
of policy 
Risk factor change following policy 
implementation 
Total (n) p value 
Positive change No positive change 
n % n % 
 Perceived Certainty ** 
Effective 230 66.0 117 34.0 347 p < .05 
Not 
effective 
44 54.0 38 46.0 82 
 Perceived Severity ** 
Effective 150 47.0 170 53.0 320 p = .62 
Not 
effective 
41 50.0 41 50.0 82 
 Perceived Swiftness ** 
Effective 138 49.0 145 51.0 283 p = .24 
Not 
effective 
30 40.5 44 59.5 74 
 Direct Experience with Punishment Avoidance *** 
Effective 12 92.0 1 8.0 13 n/a**** 
Not 
effective 
7 87.5 1 12.5 8 
 Indirect experience with Punishment Avoidance *** 
Effective 125 58.0 91 42.0 216 p = .45 
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Not 
effective 
29 52.0 27 48.0 56 
** With regard to punishment for workplace AOD impairment 
*** For workplace AOD impairment 
**** One or more cells had expected counts that were too small to undertake Chi-square test 
 
8.6 RESULTS CONCERNING THE ASSOCIATION BETWEEN THE 
IMPACT AND OUTCOME OF THE POLICY  
The results in this section are for the Doctoral research question that concerned the 
association between the impact of the policy in changing the risk factors for 
workplace AOD impairment, and the outcome of the policy to reduce workplace 
AOD impairment. The results below are presented according to the hypothesis that 
was posed to address this research question. 
8.6.1 HYPOTHESIS 
 Null: the change from pre- to post-policy implementation in employees 
reporting coming to work impaired by AODs was not positively related to 
changes from pre- to post-policy implementation in AOD use, knowledge, 
BIs, attitudes, SNs, perceived behavioural control, and perceptions of 
deterrence. 
Chi-square analyses to explore the association between each of the predictor 
variables and the outcome variable indicated support for the alternate hypothesis in 
that some statistically and contextually significant associations were found (Table 
8.4, Table 8.5, and Table 8.6). Positive changes following implementation of the 
AOD policy in SNs were statistically significantly related to positive changes in 
workplace AOD impairment, x
2
 (1) = 9.94, p < .05, Phi = .53 (representing a large 
effect size) (Table 8.5). The odds ratio suggested that the odds of positive changes in 
workplace AOD impairment were 13.63 times more likely for employees who also 
had positive changes in SNs. Similarly, positive changes following AOD policy 
implementation in perceived behavioural control were statistically significantly 
related to positive changes in workplace AOD impairment, x
2
 (1) = 8.37, p < .05, Phi 
= .38 (representing a medium effect size) (Table 8.5). The odds ratio suggested that 
the odds of positive changes in workplace AOD impairment were 6.16 times more 
likely for employees who also had positive changes in perceived behavioural control.  
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Positive changes following AOD policy implementation in indirect experience with 
punishment avoidance were also statistically significantly related to positive changes 
in workplace AOD impairment, x
2
 (1) = 9.39, p < .05, Phi = .34 (representing a 
medium effect size) (Table 8.6). The odds ratio suggested that the odds of positive 
changes in workplace AOD impairment were 5.78 times more likely for employees 
who also had positive changes in indirect experience with punishment avoidance. In 
other words, employees who had less indirect experience with punishment avoidance 
following policy implementation were more likely to also record positive changes in 
workplace AOD impairment behaviour (following implementation of the policy).  
While positive changes following AOD policy implementation in cannabis use also 
indicated that employees were more likely to record positive changes with regard to 
workplace AOD impairment, the finding was not statistically significantly (p = .06, 
Phi = .31 [representing a medium effect size]) (Table 8.4). This trend is nonetheless 
important for the context of workplace AOD impairment. Similarly, while a Chi-
square test to analyse the statistical association between changes in BIs, and changes 
in workplace AOD impairment was not possible (because all employees who 
changed positively in their BIs also changed positively with regard to workplace 
AOD impairment, rendering the size of the relevant cell equal to zero) (Table 8.5), 
the trend is contextually meaningful. The trend of employees being more likely to 
record positive changes with regard to workplace AOD impairment when they had 
recorded positive changes on the predictor variable was also evident for the 
following constructs: amphetamine use (Table 8.4), knowledge (Table 8.5), attitudes 
(Table 8.5), perception of certainty, perception of severity, perception of swiftness, 
and direct experience with punishment avoidance (Table 8.6). The associations 
between these predictor variables and the outcome variable were not as strong as 
those described above (for BIs and cannabis use), but they are nonetheless 
contextually meaningful. 
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Table 8.4 
Relationship between Changes in AOD Use and Changes in Self-reported Workplace AOD Impairment 
  Changes in self-reported workplace AOD impairment  p value 
  Positive change No positive change  
  n % n % Total (n) 
Alcohol use Positive change 0 0.0 0 0.0 0 n/a * 
No positive 
change 
25 66.0 13 34.0 38 
        
Cannabis use Positive change 14 82.0 3 18.0 17 p = .06 
No positive 
change 
14 52.0 13 48.0 27 
        
Amphetamine 
use 
Positive change 4 80.0 1 20.0 5 n/a * 
No positive 
change 
2 67.0 1 33.0 3 
        
Heroin use Positive change 0 0.0 0 0.0 0 n/a * 
No positive 
change 
0 0.0 0 0.0 0 
 200                                                                                                                                    Chapter 8: Integration of the Process, Impact, and Outcome Evaluation Findings 
        
Cocaine use Positive change 1 67.0 1 33.0 2 n/a * 
No positive 
change 
3 75.0 1 25.0 4 
* One or more cells had expected counts that were too small to undertake Chi-square
 
test 
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Table 8.5 
Relationship between Changes in Knowledge, BIs (and the Antecedents of BIs), and Changes in Self-reported Workplace AOD Impairment 
  Changes in self-reported workplace AOD impairment  p value 
  Positive change No positive change  
  n % n % Total (n) 
Knowledge * Positive change 14 82.0 3 18.0 17 p = .52 
No positive 
change 
35 71.0 14 29.0 49 
        
BIs * Positive change 17 100 0 0.0 17 n/a * 
No positive 
change 
27 59.0 19 41.0 46 
        
Attitudes * Positive change 21 72.0 8 28.0 29 p = .37 
No positive 
change 
12 57.0 9 43.0 21 
        
SNs * Positive change 18 90.0 2 10.0 20 p < .05 
No positive 
change 
6 40.0 9 60.0 15 
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Perceived 
behavioural 
control * 
Positive change 37 82.0 8 18.0 45 p < .05 
No positive 
change 
6 43.0 8 57.0 14 
* With regard to workplace AOD impairment
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Table 8.6 
Relationship between Changes in the Deterrence Constructs and Changes in Self-reported Workplace AOD Impairment 
  Changes in self-reported workplace AOD impairment  p value 
  Positive change No positive change  
  n % n % Total (n) 
Certainty** Positive change 37 77.0 11 23.0 48 p = .26 
No positive 
change 
14 61.0 9 39.0 23 
        
Severity ** Positive change 24 71.0 10 29.0 34 p = .80 
No positive 
change 
29 74.0 10 26.0 39 
        
Swiftness ** Positive change 19 63.0 11 37.0 30 p = .26 
No positive 
change 
26 79.0 7 21.0 33 
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Direct 
experience with 
punishment 
avoidance *** 
Positive change 7 54.0 6 46.0 13 n/a * 
No positive 
change 
0 0.0 2 100 2 
        
Indirect 
experience with 
punishment 
avoidance *** 
Positive change 32 84.0 6 16.0 38 p < .05 
No positive 
change 
12 48.0 13 52.0 25 
* One or more cells had expected counts that were too small to undertake Chi-square
 
test 
** With regard to punishment for workplace AOD impairment 
*** For workplace AOD impairment 
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8.7 SUMMARY AND IMPLICATIONS 
The integration of the three forms of evaluation sought to explore the theoretically 
assumed relationship between findings from the process, impact, and outcome 
evaluations. The strengths of the methods for this study include: 
 The constructs measured as part of the study are based on theory and/or 
are evidence-based. 
The weaknesses of the methods include: 
 The quantitative results are based on a non-randomised single group pre- 
and post-test study design, which is limited by the fact that no comparison 
group exists and cause cannot be attributed to the intervention.  
Results indicated qualitative support for the theoretically assumed relationship 
between the process and impact evaluation findings, in that the workplace AOD 
policy was reported to have been developed and implemented well, and the 
implementation of the policy was associated with positive changes in many of the 
risk factors for workplace AOD impairment (which represent the impact of the 
policy). This finding implies that the impact that the AOD policy had (in being 
associated with positive changes in many of the risk factors for workplace AOD 
impairment) may have been as a result of the policy having been implemented well. 
Quantitative findings appear to lend further support for a possible relationship 
between process and impact evaluation findings, in that there was a statistically 
significant association between employee perceived fidelity (relating to the process 
of developing and implementing the workplace AOD policy) and positive changes in 
some of the risk factors for workplace AOD impairment (impact).  
Findings also appear to indicate support for the theoretically assumed relationship 
between the impact and outcome of the policy, in that positive changes in the risk 
factors for workplace AOD impairment (representing the impact of policy) were 
associated with positive changes in self-reported workplace AOD impairment 
(representing the main goal and outcome of the policy). While not all of these 
associations were statistically significant, they all followed a positive trend. This 
finding implies that the positive outcome of the policy may have been related to the 
positive impact that the policy had (in changing some of the risk factors for 
workplace AOD impairment).  
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There are potential implications of these findings for the body of knowledge 
regarding evaluation (given the support found for the assumed relationship between 
the three forms of evaluation), as well as for the body of knowledge regarding 
workplace AOD policies. The findings suggest, for example, that improvement of the 
study employees‘ attitudes, SNs, perceived behavioural control, and BIs, with regard 
to workplace AOD impairment, was related to the adoption of the workplace AOD 
policy. By implication, the TPB may represent a useful model for understanding 
what motivates AOD impairment behaviour in the workplace and that it is these 
factors (BIs, attitudes, SNs, and perceived behavioural control) which represent the 
mechanisms by which workplace AOD impairment behaviour change occurs. 
Furthermore, the findings suggest that increased employee perceptions of the 
certainty, severity, and swiftness of the punishment for workplace AOD impairment, 
and decreased exposure to direct and indirect punishment avoidance, were related to 
the adoption of the study workplace AOD policy. By implication, deterrence theory 
may represent a useful model for understanding what motivates AOD impairment 
behaviour in the workplace, and that it is these factors which represent the 
mechanisms by which workplace AOD impairment behaviour change occurs. 
Consideration of the potential effects of deterrence in the design of workplace AOD 
programs may help to improve compliance with the workplace AOD policy. In other 
words, a formal deterrent for workplace AOD impairment, like a workplace AOD 
testing/screening program with established repercussions for violations, may help to 
reduce workplace AOD impairment. 
This chapter represents an extension of the comprehensive process-impact-outcome 
public health evaluation, which was used not only to help ensure the adequacy and 
appropriateness of the study industry‘s policy, but also to generate evidence to 
address substantial existing gaps in the knowledge regarding what factors in the 
development and implementation of AOD policies facilitate or impede the 
effectiveness of policies to reduce workplace AOD impairment, and what the risk 
factors for workplace AOD impairment are.  
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Chapter 9: Discussion 
This final chapter discusses and summarises the findings from the Doctoral research 
project. The key findings are summarised with reference to the main aims of the 
research. The limitations of the research are discussed in relation to the sources, 
direction, and magnitude of any potential bias. An overall interpretation of the 
research is provided, taking into account the research aims, limitations, findings, and 
evidence from the literature. The chapter concludes with a discussion of the external 
validity of the research findings, and the implications of the research for practice and 
subsequent research. 
9.1 KEY FINDINGS IN ACCORDANCE WITH THE MAIN AIMS OF THE 
RESEARCH 
9.1.1 FOR THE STUDY EVALUATING THE PROCESS OF THE WORKPLACE AOD 
POLICY 
An evaluation of the process of developing and implementing the study industry‘s 
workplace AOD policy was undertaken to address the first main aim of the Doctoral 
research. The findings from the process evaluation suggest that, overall, the policy 
was successfully developed and implemented. Results indicated that in developing 
and implementing the workplace AOD, there were mainly ‗winners‘ in terms of 
health and safety in the workplace. There were, however, some components of the 
development and implementation of the policy which were better done than others, 
for example the less-than-comprehensive education received by one of the 
organisations, the perceived violation of privacy in aspects of the testing procedure, 
and that the process was expensive and took a long time.  
The results for this study also indicated that, overall, the policy was developed and 
implemented according to Duffy and Ask‘s (2001) best-practice guidelines in that: 
consultation during the policy development phase was extensive (and considered the 
multiple interests involved in the development of such a policy); the policy was 
comprehensive (other than the more ‗informal‘ education which was received by one 
of the organisations); there was universal application of the policy to all employees; 
changes in the workplace were gradual and informed; and the policy was publicised 
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appropriately. Furthermore, study participants‘ responses indicated that: the AOD 
policy was organisation-specific (in this case, industry-specific), and took into 
consideration the influence of the union bodies in that industry; the policy included 
instructions and procedures for responding to AOD-related incidents; the rationale 
for AOD testing was included as part of the policy; AOD testing was part of a 
comprehensive policy to reduce AOD-related harm; and employee compliance was 
engendered through a definition of roles and responsibilities, education, and training. 
Responses did also indicate, however, that best-practice was not adhered to with 
regard to a review of the implementation of the policy. Responses by the interview 
participants indicated that a review of policy implementation, by the original 
working party that was involved in the policy‘s development, was intended, but had 
not taken place. In summary, the policy was, overall, developed in a manner 
consistent with Duffy and Ask‘s (2001) guidelines for best-practice for workplace 
AOD policies in Australia, and was implemented consistently with the original 
intent. 
Additional findings included the context in which the study industry‘s policy was 
developed, and the role of an ‗external expert‘ in developing the policy. Data 
indicated that the policy was developed in the context of other large industries in 
Australia developing workplace AOD policies, and that what had initiated such 
policies was concern (from a health and safety perspective) about the deleterious 
effects of AOD impairment in the workplace. Study participants‘ responses also 
highlighted the importance of the role played by the main (independent) external 
expert in the process of developing and implementing the workplace AOD policy. 
Data indicated that it was largely because a key external expert inspired trust in both 
the main groups who were involved in the development of the policy (the 
management and the union delegate groups), that the policy development was 
successful. For example, numerous decisions were required to be made in the 
development and implementation of the AOD policy, for example, whether or not to 
test employees for AOD impairment, and which method of AOD testing to use. 
Indeed, ultimate agreement across the two groups (who were responsible for such 
decisions) has been attributed to this particular external expert and his ability to 
facilitate effective negotiations and mediation. This expert also played a key role in 
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providing the necessary (expert) knowledge to assist those responsible for 
developing the policy, in making these various decisions. 
9.1.2 FOR THE STUDY EVALUATING THE IMPACT OF THE WORKPLACE AOD 
POLICY 
An evaluation of the impact of the policy in changing the risk factors for workplace 
AOD impairment was undertaken to address the second main aim of the Doctoral 
research. Findings from the impact evaluation using the individually-matched study 
sample indicated statistically significantly improved attitudes and increased 
knowledge, perceived behavioural control, and perceived certainty and swiftness of 
punishment (following workplace AOD impairment). There was also a statistically 
significant decrease in direct and indirect experience with punishment avoidance for 
workplace AOD impairment, following policy implementation. There did not appear 
to be a relationship between implementation of the policy and general employee 
AOD use, BIs, perceptions of severity (of being punished for workplace AOD 
impairment), or SNs, with regard to workplace AOD impairment.  
These findings using the (more robust) individually-matched study sample were 
generally supported by findings using the aggregate data from pre- and post-policy 
implementation questionnaires, in that there was a statistically significant positive 
relationship between implementation of the policy and knowledge, perceived 
certainty and swiftness of punishment, and direct and indirect experience with 
punishment avoidance. The aggregate analysis did, however, indicate a statistically 
significant negative relationship between policy implementation and SNs in that, 
following policy implementation, employees reported that they were less likely to be 
influenced by SNs not to come to work impaired by AODs than they were prior to 
the implementation of the policy.  
9.1.3 FOR THE STUDY EVALUATING THE OUTCOME OF THE WORKPLACE AOD 
POLICY  
The extent to which the policy was associated with a reduction in workplace AOD 
impairment in the study industry was assessed using an outcome evaluation. The 
findings, which address the third aim of the Doctoral research, indicate a positive 
association between the policy and reduced workplace AOD impairment. There was 
a statistically significant reduction (representing a large effect size) in self-reported 
workplace AOD impairment approximately one year following policy 
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implementation, compared to self-reported AOD impairment measured immediately 
before implementation of the policy. This finding, using the individually-matched 
study sample, was supported by findings using the aggregate data from pre- and post-
policy implementation questionnaires, which also indicated a statistically significant 
positive relationship between implementation of the policy and workplace AOD 
impairment.  
Additional findings using the individually-matched study sample also indicated that 
while a positive change in self-reported workplace AOD impairment following 
policy implementation did not appear to be related to gender, age group, or 
employment type (permanent employee or contractor), it was related to levels of 
employee general alcohol use, employee general cannabis use, site type, and 
employment role. Specifically, employees who reported drinking at higher levels 
were statistically significantly less likely to record a positive change in self-reported 
workplace AOD impairment than those who drank at lower levels. Similarly, 
employees reporting higher levels of cannabis use were less likely (albeit not 
significantly) to record a positive change in self-reported workplace AOD 
impairment, as were employees who worked on plant (as opposed to office) sites, 
and those who were employed in maintenance and operations (as opposed to 
management, or administrative/support) roles. 
9.1.4 INTEGRATION OF THE FINDINGS FROM THE PROCESS, IMPACT, AND 
OUTCOME EVALUATION STUDIES 
Integration of the findings from the process, impact, and outcome evaluations was 
undertaken to address the fourth aim of the Doctoral research. This integration 
consisted of two major components. The first component was concerned with the 
relationship between the process and impact evaluations. The second component 
assessed the relationship between the impact and outcome evaluations.  
The first component used both qualitative and quantitative methods. There was a 
consistency of findings in relation to the process and impact of the policy, in that 
there were positive changes in the risk factors for workplace AOD (impact), and the 
policy was found to have been well developed and implemented (process). The 
quantitative findings for the first component of this study lend further support for the 
consistency of findings in relation to the process and impact of the policy, in that 
there was a statistically significant association between employee perceived fidelity 
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(a construct relating to the process of developing and implementing the workplace 
AOD policy) and positive changes (which were statistically significant) in some of 
the risk factors for workplace AOD impairment (impact evaluation). These risk 
factors were: BIs, perceived behavioural control (with regard to workplace AOD 
impairment), and perception of certainty (of being punished for coming to work 
impaired by AODs).  
Findings from the second component of the study indicated support for the 
consistency between the impact and outcome of the policy. Employees who recorded 
positive changes in the risk factors for workplace AOD impairment (policy impact) 
were also more likely to record positive changes following policy implementation, in 
self reported workplace AOD impairment (the main goal and outcome of the policy). 
For the following risk factors, the positive relationship with workplace AOD 
impairment was statistically significant: SNs, perceived behavioural control, and 
indirect experience with punishment avoidance. There was also a contextually 
meaningful (but not statistically significant) relationship between positive changes in 
workplace AOD impairment, and positive changes in cannabis use and BIs. The 
relationship with the cannabis use risk factor, was just above the p < .05 level, at p = 
.06 (representing a medium effect size). The relationship between positive changes in 
BIs and positive changes in workplace AOD impairment was not statistically 
significant, only because all employees who changed positively in their BIs also 
changed positively with regard to workplace AOD impairment (making statistical 
analysis impossible). While not statistically significant, there was also a relationship 
between positive changes in workplace AOD impairment and positive changes in all 
the remaining measured risk factors: amphetamine use; knowledge; attitudes; 
perceptions of certainty, severity, and swiftness; and direct experience with 
punishment avoidance. 
9.1.5 IMPLICATIONS OF THE FINDINGS FOR GENERALISABLE CONTRIBUTION TO 
KNOWLEDGE IN THE FIELD 
The final aim of the Doctoral research considered the implications of the findings 
described above, in terms of how these findings addressed the knowledge gaps 
identified in the literature. This will be discussed in the relevant parts of the 
interpretation and implications sections below (9.4.2 and 9.6.2), and in light of the 
limitations to the research. 
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9.2 LIMITATIONS OF THE RESEARCH 
The limitations of the research will be discussed in terms of levels of evidence 
(Section 9.2.1) and quality of evidence (Section 9.2.2). 
9.2.1 LEVELS OF EVIDENCE (STUDY DESIGN) 
The Australian National Health and Medical Research Council‘s (NHMRC) 
(NHMRC, 2009) levels of research evidence refer to the most appropriate (and 
robust) study designs to answer particular health research questions. The types of 
study designs are placed in a hierarchy to most accurately reflect the probability of a 
particular study design, minimising the extent of potential bias in the results from the 
study using that design. Table 9.1 shows the NHMRC levels of evidence, with the 
study designs that have the greatest potential to minimise bias in the results, at the 
top (I), and the progressively less robust designs, presented subsequently (II–IV).  
Table 9.1 
NHMRC Levels of Evidence 
Level Description 
I Systematic review of level II studies 
II Randomised-controlled trials 
III Pseudorandomised-controlled trials 
(includes cohort and case-control 
studies) 
IV Case series with either post-test or pre-
test/post-test outcomes 
 
Given that this study was an evaluation of a policy, the only appropriate designs were 
experimental (randomised-controlled trials) and pseudo-experimental 
(pseudorandomised-controlled trials and case series with pre-test/post-test 
outcomes). Observational studies, such as cohort and case-control studies (Level III 
evidence), were not relevant in the context of this evaluation.  
While the randomised-controlled trial provides the highest level of evidence in 
relation to estimates of therapeutic efficacy, such trials can only be undertaken within 
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limited, strict ethical, logistical, and economic circumstances. Further, the 
randomised-controlled trial is limited in its capacity to elucidate complex contextual 
relationships, on which the effectiveness of population level public health 
interventions depend (Rivara, 2008; Rychetnik, Frommer, Hawe & Shiell, 2002; 
Sanson-Fisher, Bonevski, W & D'Este, 2007; World Health Organisation, 1998).  
Randomised-controlled trials 
Ethical constraints  
Because of the safety implications of the workplace AOD policy and the study 
industry‘s cited obligation under workplace health and safety legislation to 
implement their workplace AOD policy comprehensively and universally, 
withholding the policy from a portion of employees to establish a control group was 
not a feasible option for the industry. While a non-intervention control group would 
have been scientifically preferable, this was not a possibility for the Doctoral 
research.  
Practical constraints  
Industry-based policy interventions require substantial commitment from the 
industry in order to reach the levels of effectiveness required (McClure et al., 2010). 
Randomised-controlled trials at the individual level are expensive and challenging, 
and the resources required to maintain exact compliance with specified protocols 
across an industry is beyond the capacity of many industries (Biglan, Ary & 
Wagenaar, 2000).  
Randomised-controlled trials depend on the two arms of the trial (control and 
experimental/intervention) being treated the same in all respects other than with 
respect to the allocated interventions. In industry-based policy interventions, it is not 
possible to control the contamination occurring between the intervention and control 
components. These interventions make substantial use of both formal and informal 
media to deliver their message, but are unable to limit the distribution of the message 
once it has entered the public domain. Widespread use of personal socialising, social 
networking, and electronic communication across the industry ensures interventions 
delivered to one person will soon become common knowledge to those in the 
alternate arms of the study. It was also not a feasible and acceptable option for the 
study industry to implement the policy in stages across the three organisations, in 
order to establish a control group, even though this would have been preferable in 
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terms of scientific robustness. The implementation and the access provided to the 
researcher were strictly at the discretion of the study industry. 
Methodological constraints 
Industry-based policy interventions are complex and need to be understood in terms 
of industry characteristics (McClure et al., 2010; Rychetnik et al., 2002). Industry 
specific characteristics, local contexts, and the relationship between area level and 
individual level exposures (for example, to the risk factors for workplace AOD 
impairment) cannot be accommodated within the randomised-controlled trial 
structure (Rychetnik et al., 2002). The randomised-controlled trial provides limited 
information regarding outcomes and relationships not included in the original 
protocols, such as unintended effects of the intervention, the role of key community 
opinion leaders (for example union bodies), and situational changes in the workplace 
context (Rychetnik et al., 2002).  
Pseudorandomised-controlled trial with control community  
To establish an association between the policy implementation and changes in risk 
factors, or outcomes in a particular community/population, the prevalence of a risk 
factor or outcome that would have existed in that community had the policy not been 
implemented needs to be estimated so that the actual effect of the policy/intervention 
can be quantified (McClure et al., 2005). This can be achieved by using a comparison 
community which was not exposed to the intervention, assuming that the results in 
this control community show what would have happened in the industry community 
without intervention.  
In the context of the Doctoral research no comparable community was available. 
Furthermore, the logistical problems of extensive data collection in a control industry 
without the commitment from industry that comes with their taking responsibility for 
an actual policy was just not plausible. 
Non-randomised single group pre- and post-test design 
As a result of these ethical, practical, and methodological limitations in alternative 
designs, the optimal study design to evaluate the effectiveness of the workplace AOD 
policy that is the subject of this research was, therefore, the pre-test/post-test design. 
This research used changes in policy impact and outcome measures prior to and post 
policy implementation, to quantify the success of the policy.  
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While a non-randomised single group pre- and post-test may have been the most 
optimal design, given the constraints of the research, this design shares some of the 
weaknesses of cross-sectional studies, in that it contains cases only, with no points of 
comparison (Bowling & Rees Jones, 2002). Without a comparison group it is 
unknown whether the changes at post-test are the result of the intervention, or 
whether the detected changes would have occurred for other reasons (Bowling, 
2002a). In other words, the changes may have been accounted for by numerous other 
explanations (also known as history bias), and may have occurred without the 
intervention (Bowling, 2002a; Kane & Radosevich, 2011b). What remains are 
possible rival hypotheses regarding the direction of associations, and less strength to 
claims of causal inference (Bowling, 2002a). And given that the goal of ‗outcomes‘ 
research in public health is to isolate the effect of the intervention and to demonstrate 
that the relationship between the intervention and the effect is causal, this constitutes 
a serious limitation in the context of the current research (Kane & Radosevich, 
2011a). Other threats to validity inherent in the pre- and post-test design include: 
testing bias—familiarity with the test which is used repeatedly; statistical 
regression—when the extreme (high or low) scores regress toward the mean when 
remeasured; attrition bias—participant ‗drop-out‘ between testing periods; and 
attention bias—when participants respond to being observed or receiving attention 
through the intervention, even if it has no effect (Kane & Radosevich, 2011b).  
What this research lacks in terms of the pre- and post-test design, however, it gains in 
the strength of having employed a process, impact, and outcome evaluation—a form 
of ‗triangulation‘ that enhances the strength of the findings (Bowling, 2002b; Hawe 
et al., 1990a; McClure et al., 2005). The approach of triangulation—where several 
methods are used to address a research problem—is recommended as a means of 
reducing the bias in any single method (Bowling, 2002b).  
9.2.2 QUALITY OF EVIDENCE (MEASUREMENT ERROR) 
Validity of the outcome measure 
Ideally, injury rates should be measured as the outcome because the ultimate result of 
the studied policy was to prevent injuries caused by AOD related impairment. When 
measures of the success of policies to prevent injury are restricted to changes in self-
reported workplace AOD impairment, the relationship between these measures and 
actual reduction in injury can only be assumed (McClure et al., 2005).  
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However, given the relatively small size of the studied industry and the fact that 
injuries within this industry are rare, there would likely never be sufficient injuries to 
achieve the required power to enable the policy to be evaluated against changes in 
injury rates from pre- to post-intervention. Given that the stated goal of the study 
industry‘s policy was a reduction in workplace AOD impairment, this was 
considered to be a legitimate outcome measure for the purposes of the research. 
Objective measures of AOD impairment are the preferred option; however, it was, by 
definition, not possible to assess the study outcomes objectively in this project 
because no baseline AOD testing results existed in this industry prior to the policy 
implementation. In fact, the AOD testing was implemented as part of the policy, thus 
test results were available only post-policy implementation. Furthermore, due to the 
fact that AOD testing in the study industry was based on small (random) samples, 
which do not capture all employees over a given time-period, there is potential for 
even objective testing measures of AOD impairment to under-report actual incidence 
(of impairment). Self-reported workplace AOD impairment was, therefore, not only 
the most appropriate measure of impairment in the context of the research project, 
but also the measure most likely to be effective in capturing changed levels of 
impairment across the industry.  
Validity and reliability of the risk factor measurement 
The majority of questionnaire items measuring the risk factors for workplace AOD 
impairment were based on psychometrically established tools (the TPB and the 
AUDIT). Furthermore, the questionnaire instrument was piloted prior to its 
distribution and was deemed to be practical and acceptable to the study industry. 
However, the psychometric properties of the final questionnaire could not be 
adequately assessed due to restrictions on time (with regard to the study industry‘s 
timelines for policy implementation/roll-out) and other industry resources. Only 
limited access to the employees was granted, enabling distribution of the study 
questionnaire prior to and following implementation of the policy exclusively.  
For one construct within the TPB, and for four items measuring constructs relating to 
deterrence, there were not sufficient numbers of items to adequately establish 
internal reliability. The constructs included: SNs, perception of swiftness, direct 
experience with punishment avoidance, and indirect experience with punishment 
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avoidance. Findings from analyses including any of these constructs ought to be 
interpreted with due caution.  
Potential sampling error of the matched sample 
The majority of the quantitative data used in the research was derived from the 
matched pre- and post-policy implementation questionnaires (as described in Chapter 
6, Section 6.6). However, it was not possible to match pre- and post-implementation 
questionnaires for all employees who completed a pre-implementation questionnaire. 
To assess the potential source of sample bias, analysis was undertaken to determine 
the differences between the sample of linked cases and the sample of cases for which 
a match of the two questionnaires was not possible. The analysis indicated that on the 
key study variables—those which were meaningful in the context of a study on 
workplace AOD impairment (self-reported workplace AOD impairment, general 
alcohol use, age, and gender)—there was no statistically significant difference 
between the two samples (the linked sample, and the sample of cases with only a 
completed pre-implementation questionnaire). There were differences (albeit with 
small effect sizes) between the two samples in terms of cannabis use, employment 
role, site-type, organisation, and employment type. Specifically, participants in the 
linked sample were more likely to have used cannabis recently than those in the 
unlinked sample (where a greater number of participants reported never having used 
cannabis). This indicated that it was unlikely that any findings using the individually-
linked study sample would underestimate the general levels of cannabis use in the 
study population. Underestimation of cannabis use would have been of greater 
concern in the context of interpreting findings from a study evaluating the propensity 
of an AOD policy to reduce AOD use, than an over-estimation would have been.  
Participants in the linked sample were also more likely to come from organisations 
#One and #Two (as opposed to organisation #Three), and this finding is likely to be 
accounted for in the variation in methods of data collection between the first two 
organisations, and the third organisation (as discussed in Chapter 6, Section 6.3). 
Given that there were relatively few participants from this third organisation anyway, 
no analysis was possible looking at the organisations separately. Differences in the 
variable ―Organisation‖, between the linked and unlinked study samples, would have 
been unlikely therefore to have had an impact on the results in this study.  
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Participants in the individually-linked study sample were also more likely to work on 
an office site (as opposed to a plant site), and were more likely to be an employee (as 
opposed to a contractor), than those participants in the unlinked sample. It is unlikely 
that differences between the individually-linked study sample and the sample for 
which a match of employee questionnaires was not possible, on these two variables 
(site-type and employee-type), means that the two samples are not from the same 
population. This is especially unlikely given that there were no significant 
differences found between the two samples, on those variables that were contextually 
meaningful (as discussed previously). 
There was an overall response rate of 73% for the pre-implementation questionnaire. 
Given that there was a relatively high response rate for the pre-implementation 
questionnaire, no meaningful difference between the linked sample and the sample of 
cases with only a completed pre-implementation questionnaire, and given that 
aggregate study population findings supported the individually-linked study sample 
findings, it can reasonably be assumed that the linked study sample was likely to be 
representative of the study population.  
The special case of Organisation #Three 
For one organisation (organisation #Three), the response rates for both the pre- and 
post-policy implementation questionnaires were substantially lower than those 
achieved by the other two organisations (see Chapter 6, Table 6.4). This was 
accounted for in the differences in methods of data collection between the three 
organisations (Chapter 6, Section 6.3). Unlike with organisations #One and #Two, 
access was not granted to the worksites to recruit participants and to distribute and 
collect questionnaires. Furthermore, interview respondents from organisation #Three 
(in the process evaluation study) reported that they did not receive the same level of 
AOD education as the other two organisations, in that their education was brief and 
‗informally‘ delivered by an existing staff member. The union official stated (in 
response to an interview question as part of the process evaluation study) that it was 
expected that the education all employees were to receive was to be comprehensive 
and ‗formally‘ delivered by an (independent) instructor. With this remark, he was 
implying that the education at this particular organisation did not meet the minimum 
standards expected (with regard to what was agreed in the development of the 
policy).  
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Because of these variations in how the policy was delivered across the three 
organisations, it was hoped that differences in the outcome of the policy could be 
quantified. While not, in theory, a problem of measurement error, it was unfortunate 
that the low response rates from organisation #Three meant that analysis to compare 
differences between the three organisations on the variables of interest, was not 
possible because of small sample sizes (and expected counts which were too low to 
facilitate statistical analysis). That there was something different about organisation 
#Three in terms of how the policy was implemented (especially with regard to the 
AOD education program) appears to be very likely. The lower level of education that 
the employees from organisation #Three received, and the fact that the Doctoral 
candidate was also not granted access to the worksites, may be related. It is not 
possible to know, however, whether this affected the outcome of the policy at that 
organisation in a way that was different to the effect at the other two organisations. 
Quality assurance processes 
Notwithstanding these potential limitations and sources of bias, numerous strategies 
were employed in the measurement, data collection, and data management processes, 
to minimise potential bias. The accuracy of the data entry process was ensured by re-
entering a random portion of the quantitative data and checking it against the original 
entry. Similarly, the accuracy of the qualitative data was ensured by checking the 
data collected during the interviews (conducted as part of the process evaluation 
study) with the participating key informants (following their interview). 
Additionally, quantitatively developed items from various constructs were mixed in 
the questionnaire in order to minimise response bias. Sample bias was minimised by 
securing as high as possible rates of baseline and follow-up data (from the pre- and 
post-policy implementation questionnaires, respectively), through prizes, formal 
industry-sponsored sessions in which to complete the questionnaires (during hours of 
employment), and numerous reminders (for those not attending formal sessions).  
9.3 STRENGTHS OF THE RESEARCH 
The strengths of the Doctoral research include the use of the comprehensive public 
health process-impact-outcome model, to evaluate a workplace AOD policy. Few 
health policies and/or programs are evaluated comprehensively, consecutively 
assessing the process, impact, and outcome of a policy (Douglas et al., 2007; Green 
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& South, 2006). In selection of the appropriate constructs to measure (in order to 
evaluate the study industry‘s policy) the Doctoral research project also used theory 
and evidence-base. Furthermore, the highest quality scientific methods possible 
within the constraints of the research were employed in the development of the 
instruments used to measure the process, impact, and outcome of the policy, and in 
the measurement and analysis of the various aspects of the policy (as described in 
Section 9.2.2, above). The use of quality scientific methods to generate evidence 
regarding the value of a particular policy is recognised as being essential to quality 
public health practice (Gluckman, 2011; Green & South, 2006; Hawe et al., 1990a; 
McClure et al., 2004; McClure et al., 2005).  
In evaluating the study industry‘s policy, the research was also able to address 
significant gaps in the knowledge, most notably around the development and 
implementation of effective workplace AOD policies. It is important that the 
evaluation of particular policies is communicated so that other policy-makers may 
benefit from the experience (Hawe et al., 1990c). 
Importantly, this research also extends upon the process-impact-outcome evaluation 
by assessing, both qualitatively and quantitatively, the observed relationship between 
findings from the three forms of evaluation. In so doing, the research was able to 
address gaps in the knowledge on the development and implementation of workplace 
AOD policies, which would not have been otherwise possible.  
9.4 INTERPRETATION  
The following sections present an interpretation of the Doctoral research findings 
according to the main aims of the research, and take into consideration study 
limitations and other relevant evidence. Section 9.4.1 discusses the interpretation of 
the findings for the research aims (1–4) which relate to the study industry, and 
Section 9.4.2 discusses the interpretation of the findings for the research aim (5) to 
address the gaps identified in the literature. 
9.4.1 INTERPRETATION OF THE EVALUATION FINDINGS FOR THE STUDY 
INDUSTRY 
Aim 1: To describe the characteristics of the development and 
implementation of the workplace AOD policy in the study industry 
The process evaluation was undertaken for the purpose of addressing the first main 
aim of the Doctoral research. The findings from the process evaluation indicated that 
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apart from differences in the implementation of the educational program at one of the 
study organisations, and perceived breaches of privacy in aspects of the AOD testing 
program, the policy was successful, in that it was implemented according to its 
original intent, and developed and implemented primarily according to Duffy and 
Ask‘s (2001) best-practice guidelines for workplace AOD policies in Australia.  
Findings from the process evaluation also indicated that the policy was initiated in 
the context of the development of similar policies in comparable 
industries/organisations across Australia, out of concern for the deleterious health 
and safety impacts of workplace AOD impairment. Policy theory acknowledges this 
role of macro and micro contexts in the development of policy, and in the various 
decisions which are made during this process (Crinson, 2009). That the study 
industry‘s policy was inspired largely by the trend of workplace AOD policy 
development in other (comparable) industries, is analogous to the concept of ‗policy 
transfer‘, or the ‗borrowing‘ of policy ideas from other organisations (Baggott, 
2011). In this way, the other organisations that inspired the development of the study 
industry‘s policy represent, even if only indirectly, policy ‗players‘ in the context of 
the study industry‘s policy (Baggott, 2011).  
The main ‗players‘ in the context of the study industry‘s policy included not only the 
‗traditional‘ policy-makers (management) but also what Baggott (1995, 2011) and 
Grant (2000) refer to as ‗pressure‘ or ‗interest‘ groups (in other words, the 
development of the policy accounted for multiple interests). The union delegates 
(employee representatives) and the union bodies, may be seen as a pressure/interest 
group in the context of developing the study industry‘s policy, for the following 
reasons: they represented the interests of the policy recipients (the employees) 
(Baggott, 1995, 2011; Grant, 2000); they had a degree of independence from the 
initiators of the policy (the industry‘s management) (Baggott, 2011); and they played 
an important and decisive role in influencing the policy agenda so that it was 
consistent with their ideology as a group (Crinson, 2009). This was particularly 
pertinent with regard to the decision to use the saliva method for testing employees 
for illicit drug impairment. This method was seen to be more philosophically 
consistent with the union bodies‘ ideology of AOD harm reduction in the workplace, 
than the philosophy of ‗zero tolerance‘ for employee illicit drug use, which is more 
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consistent with the testing of urine for the presence of illicit substances (Corry, 2001; 
Davey, Leal et al., 2007b; Kintz et al., 2007). 
Another ‗player‘ in the process of developing the study industry‘s policy, was the 
independent, external expert. Barker and Peters (1993) recognised that the 
engagement of an expert/s during the policy-making process is common, and is 
usually done to give ‗legitimacy‘ to the process. In the case of the study industry‘s 
policy, the expert‘s role was not merely one of justifying and gaining support for the 
policy (Baggott, 2011; Barker & Peters, 1993); it was also integral to the success of 
the policy, through the facilitation of joint decision-making between the various 
groups. 
With regard to how decisions were made in the development of the AOD policy, 
responses to several interview questions, for example, relating to which parties were 
involved in the development of the policy, and how the policy was delivered 
(Chapter 5, Sections 5.5 and 5.6), indicated consistency with the incrementalist 
model (as described in Chapter 1, Section 1.1.5). This is because the development of 
the policy did not appear to be as ‗smooth‘ and efficient a process as decision-makers 
defining their policy goals, identifying the means of achieving these goals, and then 
achieving said goals (Crinson, 2009). Instead, policy goal attainment in the context 
of the study industry appeared to more closely resemble small, careful changes made 
over time, taking into account the various ‗interest‘ groups (Crinson, 2009). 
According to the incrementalist model, policy goals are more likely to be achieved 
through a process of ‗mutual adjustment‘ by all policy-making ‗players‘ (Crinson, 
2009). The development of the study industry‘s policy appeared to resemble this 
process rather than, for example, the rational decision-making model. By contrast to 
the incrementalist model, the rational decision-making model emphasises the 
essential ‗rationality‘ of organisational structures (which are traditionally 
hierarchical) and the decision-making process (with regard to policy), as being 
initiated, developed, and implemented from the ‗top-down‘ (from the higher 
echelons of an organisation), with less mutual adjustment by the various interest 
groups (Crinson, 2009). 
The ‗top-down‘ approach to policy (consistent with the rational decision-making 
model described above) assumes that the process of policy development and 
implementation is a one-step, linear process (Crinson, 2009). By contrast, the 
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‗bottom-up‘ approach to policy accounts for the compromise, negotiations, and 
mutual adjustment (between the various stakeholders), which is required for 
successful implementation of a policy, according to Hill and Hupe (2002) and Lipsky 
(1979). The study industry‘s policy development and implementation process 
appeared, therefore, to most closely resemble the ‗bottom-up‘ approach, in that the 
ongoing compromise and negotiation (between all stakeholders) over each aspect of 
the workplace AOD policy, meant that it was shaped as much from the ‗bottom-up‘ 
as it was by the original intentions of management (from the ‗top-down‘) (Hill & 
Hupe, 2002; Lipsky, 1979).  
Aim 2: To quantify the extent to which the policy development and 
implementation was associated with changes in the risk factors for 
workplace AOD impairment  
The data used to address the second aim were derived from a pre- and post-policy 
implementation questionnaire.  
Notwithstanding other possible explanations, the workplace AOD policy appeared to 
be successful in improving attitudes and increasing: knowledge, perceived 
behavioural control, and perceived certainty and swiftness of punishment. The policy 
also appeared to decrease direct and indirect experience with punishment avoidance 
for workplace AOD impairment. The policy did not appear to have an effect on 
general employee AOD use, BIs, perceptions of severity (of punishment for 
workplace AOD impairment), or SNs, with regard to workplace AOD impairment. 
Each of these constructs will be discussed in turn.  
The finding that employee general AOD use did not change significantly (or in any 
meaningfully contextual way) following policy implementation, was not unexpected, 
given that the workplace AOD policy did not target general AOD use—rather, it 
specifically targeted AOD impairment in the workplace. This was known to the 
researcher prior to development of the questionnaire instrument, but was measured in 
order to explore the possible effect of the study industry‘s policy on general AOD 
use.  
The statistically significant increase in knowledge regarding workplace AOD 
impairment, following policy implementation, was consistent with previous studies. 
McLatchie and colleagues (1981) evaluated an employee education program at a 
manufacturing plant in Southern Ontario, and reported an increase, following 
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program implementation, in employee knowledge and awareness of AODs, and 
familiarity with the organisation‘s AOD policy. Lehman and colleagues (2003) 
compared the effects of both an interactive team-oriented training program and an 
informational (traditional didactic) approach to AOD education in two municipal 
work forces in South-western U.S. They reported that both approaches resulted in 
statistically significant and long-term increases in employee knowledge of AODs, the 
organisation‘s policy, and the resources available to employees experiencing 
problematic AOD use.  
There is a substantial body of evidence to support the assertion that BIs are able to 
predict specific behaviours with considerable accuracy (Ajzen, 2005). Several meta-
analyses have concluded that a substantial proportion of variance in actual behaviour 
is explained by BIs (Armitage & Conner, 2001; Notani, 1998; Randall & Wolff, 
1994; Sheeran, 2002; Shepherd et al., 1988). According to the TPB, BIs can be 
predicted by knowing whether people are in favour of undertaking a particular 
behaviour (attitude), how much social pressure they feel to undertake that behaviour 
(SN), and whether they feel in control of undertaking that behaviour (perceived 
behavioural control) (Francis et al., 2004; Sharma & Romas, 2008). Generally, the 
more favourable the attitude and SN, and the greater the perceived behavioural 
control, the stronger the person‘s intention should be regarding the behaviour in 
question; but the relative importance of the three antecedents is expected to vary 
across behaviours and situations (Ajzen, 1991).  
On the basis of this theory, four constructs (representing the risk factors for 
workplace AOD impairment) were measured to address this research aim. Following 
implementation of the study industry‘s policy, there was a statistically significant 
improvement in employee attitudes and in perceived behavioural control regarding 
workplace AOD impairment. SNs and BIs did not change significantly following 
policy implementation. For the construct, SNs, there were an insufficient number of 
items to adequately establish internal reliability, and this may explain the non-
significant finding. It is also possible that in the context of this particular 
behaviour—workplace AOD impairment—SNs were not as effectively impacted 
upon by the workplace AOD policy as were attitudes and perceived behavioural 
control. BIs also did not change following implementation of the workplace AOD 
policy. Three items were developed to measure BIs via the questionnaire. There was 
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sufficient internal consistency among these items, making it unlikely that 
measurement bias could have accounted for the non-significant findings with regard 
to a change in BIs following policy implementation. It is possible, however, that BIs, 
in the context of workplace AOD impairment remained stable despite the 
implementation of the AOD policy. This finding does not run counter to the theory of 
planned behaviour—which purports that BIs predict actual behaviour—it appears 
merely to indicate that, when considered in isolation (in the context of workplace 
AOD impairment), BIs were not impacted upon by the implementation of the 
workplace AOD policy. Apropos, the finding that changes following policy 
implementation in BIs were almost perfectly related to changes in self-reported 
workplace AOD behaviour (indicating support for the theory of planned behaviour), 
will be discussed. 
The deterrence theory suggests that behaviour, specifically illegal offending 
behaviour, is inversely related to the perceived certainty, severity, and swiftness of 
the punishment which is likely to follow the behaviour (Ross, 1992; Taxman & 
Piquero, 1998). On the basis of this theory, three constructs (representing risk factors 
for workplace AOD impairment) were measured to address this research aim. 
Following implementation of the study industry‘s workplace AOD policy, there was 
a statistically significant increase in the perceived certainty and swiftness regarding 
punishment for workplace AOD impairment, but no increase in the perceived 
severity of punishment.  
An additional two constructs were also measured to address this research aim and 
were based on a reconceptualisation of the deterrence theory. Stafford and Warr 
(1993) argued that it is not merely an individual‘s experience with punishment that 
impacts upon (or explains) subsequent behaviour, but that their own evasion of 
punishment (‗direct punishment avoidance‘) for a crime committed may be a 
powerful indicator of the likelihood of the commission of further crime. In addition, 
they recognised that behaviour may be influenced by the individual‘s knowledge of 
others‘ evasion of punishment for crimes committed (‗indirect/vicarious punishment 
avoidance‘). Following implementation of the workplace AOD policy, there was a 
statistically significant decrease in both direct and indirect experience with 
punishment avoidance.  
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For a number of the deterrence and reconceptualised deterrence constructs measured, 
there was not a sufficient number of items to adequately establish internal reliability. 
The constructs included: perception of swiftness, direct experience with punishment 
avoidance, and indirect experience with punishment avoidance. Findings from 
analyses including any of these constructs ought to be interpreted with due caution. 
Notwithstanding these potential sources of bias and other possible explanations for 
the change, the findings in relation to the deterrence constructs indicate that as a 
result of policy implementation, employees perceived greater levels of deterrence 
with regard to the punishment for workplace AOD impairment, and less experience 
with avoiding punishment for workplace AOD impairment. According to the theory, 
increased deterrence and fewer experiences with punishment avoidance are likely to 
result in fewer instances of the offending behaviour; in other words, this is likely to 
result in reduced workplace AOD impairment. Evidence that appears to support this 
theoretical relationship will be discussed.  
These findings also need to be qualified in light of the limits of the study design 
used. The potential threats to validity inherent in all research designs, and 
specifically in non-randomised single group pre- and post-test designs, have to be 
considered in the interpretation of these findings. In particular, the lack of a 
comparison group means that changes in the risk factors for workplace AOD 
impairment following the workplace intervention cannot necessarily be attributed to 
the intervention itself, but may have, in part or wholly, been the result of unrelated 
events or phenomena. For example, it is possible that attrition, the participants‘ 
familiarity with the questionnaire at post-testing, and the attention participants were 
exposed to throughout the research process, accounted for the reported changes from 
pre- to post-test. Similarly, it is possible that the nature of the questions relating to 
attitudes and BIs regarding coming to work impaired by AODs, may have resulted in 
participants responding at post-test in a way which they perceived to be socially 
desirable. In other words, it may be that, following the intervention, improved 
attitudes and BIs with regard to coming to work impaired by AODs may have been 
the result of participants correctly perceiving what is the most socially desirable way 
to answer, rather than the intervention having had the desired effect in truly changing 
attitudes and BIs.  
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Aim 3: To quantify the extent to which the policy development and 
implementation was associated with a reduction in workplace AOD 
impairment in the study industry  
Notwithstanding other possible explanations, the findings indicated that the study 
industry‘s policy was successful in achieving its main goal of reducing workplace 
AOD impairment, in that there was a statistically significant reduction in self-
reported workplace AOD impairment, as measured approximately one year 
following implementation of the policy. While this finding is consistent with a small 
number of studies reported in the literature, generally findings, regarding the 
effectiveness of AOD policies in reducing impairment and/or injury, have either been 
methodologically limited or inconsistent/mixed. Due to the methodological 
limitations in the studies included in a review of evidence regarding the effect of 
workplace AOD testing on injury rates, Kraus (2001) was unable to proffer 
conclusions and could neither support nor refute the introduction or continuation of 
AOD testing in the workplace for the purpose of reducing AOD-related injury. A 
Cochrane review of the effectiveness of AOD testing programs in preventing injury 
in occupational drivers (Cashman et al., 2009) concluded that on the basis of findings 
from the included studies, there was insufficient evidence to advise for or against 
AOD testing of occupational drivers as the single most effective, and long-term 
solution to preventing AOD-related injury in the workplace. A large study conducted 
in the U.S. comparing the injury rates in 261 organisations that had AOD policies, 
with approximately 20,500 organisations without AOD policies, also showed mixed 
results for the effectiveness of workplace AOD policies (Wickizer et al., 2004). 
The findings from the evaluation to address this aim also indicated that while a 
positive change in self-reported workplace AOD impairment following 
implementation of the policy appeared not to be related to gender, age group, or 
employment type, it was related to levels of employee general alcohol use, cannabis 
use, site type, and employment role. Specifically, employees who reported higher 
levels of general alcohol consumption were statistically significantly less likely to 
respond favourably to the workplace policy (in terms of workplace AOD 
impairment) compared with employees who drank at lower levels. The finding was 
similar for cannabis use (although it was not statistically significant), and implies that 
in the context of the study industry‘s policy, a relationship exists between levels of 
AOD use and workplace AOD impairment. This is notably in contradiction to the 
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current argument in the literature, which is that the use and harmful use of AODs by 
employed individuals does not necessarily extrapolate to the use of AODs (and 
impairment) in the workplace (Frone, 2004, 2006a, 2006b; Pidd, Boeckmann et al., 
2006b).  
The study industry employees from plant sites were also less likely than those from 
office sites to report a positive change in workplace AOD impairment following 
implementation of the workplace AOD policy (although this finding was not 
statistically significant). Finally, employees in maintenance and operations roles 
were less likely than those in management or administration/support roles to report a 
positive change in workplace AOD impairment, following implementation of the 
workplace AOD policy. 
As with the findings addressing the second aim, these findings need to be considered 
in light of the research limitations. Because of the threats to validity which plague 
non-randomised single group pre- and post-test designs, causal inferences regarding 
the relationship between the workplace AOD intervention and a reduction in 
workplace AOD impairment, cannot be made. The nature of the study design makes 
it impossible to attribute cause to the intervention, and the possibility of an 
alternative explanation for the observed effect needs to be considered. It is possible, 
for example, that the observed effect of reduced (self-reported) impairment at work 
was the result of social desirability bias. In other words, following the 
implementation of the intervention, participants may have perceived greater pressure 
to respond to this item in a way which was deemed by them to be socially desirable 
and that it was this, rather than that the intervention was effective, that accounted for 
the observed reported reduction in workplace impairment. Another possible 
explanation might be that a wider cultural shift and increased awareness regarding 
the safety implications of AOD impairment in the workplace, accounted for all or 
part of the observed reported reduction in the study sample.  
Aim 4: To examine the consistency of findings in relation to development 
and implementation of the policy (aim 1), changes in risk factors (aim 
2), and reductions in workplace AOD impairment (aim 3) in the study 
industry 
The assumed theoretical logic of the relationship between the three forms of 
evaluation is that it is necessary first to know whether a policy was implemented 
according to what was originally intended (process evaluation) before establishing 
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the effects of the policy (impact and outcome evaluations), because the effects of the 
policy will be dependent upon the policy having been implemented as intended 
(Hawe et al., 1990c). And conversely, if the impact and outcome evaluations 
establish the likely effectiveness of the policy, then it is reasonable to assume that it 
was the process of developing and implementing the policy that enabled the effect 
(Hawe et al., 1990c). The theoretically assumed logic of the relationship between the 
impact and outcome evaluations—where the outcome is behaviour change—is also a 
causal one: if a policy effectively targets the mechanisms by which behaviour 
changes, then the policy‘s outcome will be effective, in that the behaviour of interest 
is likely to change.  
This theoretical logic was the basis on which the fourth research aim was posed. The 
study industry‘s workplace AOD policy was developed and implemented well, apart 
from differences in the implementation of the educational program across the study 
organisations, and perceived breaches of privacy in aspects of the AOD testing 
program. There were also positive changes in the risk factors (for workplace AOD 
impairment) following implementation of the policy. There appears to be, therefore, 
a consistency in the findings in relation to the process of development and 
implementation of the workplace AOD policy, and changes in the risk factors for 
workplace AOD impairment (impact of the policy). Considering the theoretical logic, 
this implies that the impact of the study industry‘s AOD policy was a result of the 
policy having been implemented well. The limitations of the data (small sample sizes 
in some groups), in terms of being able to analyse differences across the three study 
organisations, meant that it was not possible to explore the effect on the impact and 
outcome of the policy, of the ‗less-comprehensive‘ education which was delivered to 
one of these organisations. The positive qualitative and quantitative relationship 
between the policy process and impact evaluation findings imply, however, that this 
anomaly in the implementation may not have undermined the effectiveness of the 
policy. This may be due to the fact that the policy was comprised of multiple aspects, 
including an AOD testing program, and that this program and the comprehensiveness 
of the policy document may have mitigated the potential negative effects of a less 
than optimal educational program in one of the organisations. The data limitations do 
need to be taken into account, however, in interpreting these findings.  
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There also appears to be consistency in the findings in relation to changes in the risk 
factors for workplace AOD impairment (impact of the policy), and reductions in 
workplace AOD impairment (the main goal and outcome of the policy) in that 
positive changes in the risk factors for workplace AOD impairment were related to 
positive changes in self reported workplace AOD impairment. This finding implies 
that the outcome of the policy was as a result of the policy having effectively 
targeted the risk factors for workplace AOD impairment and that these identified risk 
factors are likely to be the mechanisms by which workplace AOD impairment (the 
behaviour of interest) changes. McClure and colleagues (2005) purport that the more 
extensive the detail from the process, impact, and outcome evaluations (as they apply 
to the relevant aspects of the policy) the greater the claim for a consistency between 
these components being interpretable as causation in terms of the effectiveness of the 
policy overall. 
Importantly, the relationship between the risk factors for workplace AOD 
impairment and reductions in workplace AOD impairment also reflects the TPB‘s 
anticipation of the theoretical nature of this relationship. The TPB asserts that BIs 
predict actual behaviour. On the basis of this theory, BIs (and the antecedents of BIs: 
attitudes, SNs, and perceived behavioural control), were included (and measured) to 
represent a number of the risk factors for workplace AOD impairment. The findings 
from this research support the TPB, in that there was a statistically significant 
positive relationship between changes in self-reported workplace AOD impairment, 
and changes in SNs and perceived behavioural control (antecedents of BIs). Most 
notably, there was a perfect positive relationship between self-reported workplace 
AOD impairment and BIs, in that all employees who recorded positive changes in 
their BIs (following policy implementation) also recorded positive changes in 
workplace AOD impairment. The findings indicate that in the context of workplace 
AOD impairment, BIs may indeed help to explain workplace AOD impairment 
behaviour.  
Similarly, the relationship between the risk factors for workplace AOD impairment 
and reductions in workplace AOD impairment also reflects the deterrence theory‘s 
anticipation of the nature of this relation. The deterrence theory asserts that the less 
individuals are exposed to the avoidance of punishment for offending/illegal 
behaviour, the less likely they are to undertake the offending behaviour. Findings 
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from the research support this theory in that there was a statistically significant 
positive relationship between changes in self-reported workplace AOD impairment 
and changes in indirect experience with punishment avoidance. In addition, while not 
statistically significant, there was a positive trend in the relationship between 
changes in self-reported workplace AOD impairment and all the remaining 
deterrence constructs (direct experience with punishment avoidance, and perceptions 
of the certainty, severity, and swiftness of punishment following workplace AOD 
impairment). The findings indicate that in the context of workplace AOD 
impairment, perception of deterrence and experience with punishment avoidance 
may indeed help to explain workplace AOD impairment behaviour. 
In summary, the findings from the study addressing the fourth aim of the research 
project show support for the theoretical logic of the relationship between the three 
forms of evaluation. Furthermore, the logic of the public health model of evaluation 
is consistent with the TPB and the deterrence theory, for which the study findings 
also show support. The quantitative findings relating to this aim need to be qualified 
according to the limitations of the pre- and post-test study design, which is unable to 
conclusively attribute cause to the workplace AOD intervention.  
9.4.2 INTERPRETATION OF THE RESEARCH FINDINGS TO ADDRESS THE GAPS 
IDENTIFIED IN THE LITERATURE 
The research aims are consistent with the main tenet of the Doctoral research project, 
which is the importance of scientific evidence and the utility of the comprehensive 
public health model to evaluate the development and implementation of workplace 
AOD policies. The first four aims of the research are consistent with this premise in 
that they represent formal evaluation of the study industry‘s policy using the 
comprehensive public health model of evaluation. The fifth and final research aim is 
also consistent with the premise of the research project, in that it represents the 
advancement of evidence to support the development and implementation of 
workplace AOD policies (based on findings from the comprehensive public health 
model of evaluation).  
Aim 5: To consider the implications of the findings observed in the study 
industry for generalisable contribution to knowledge in the field 
(addressing the identified gaps in the knowledge) 
The evidence generated by this research to support the development and 
implementation of workplace AOD policies is presented according to each of the 
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major gaps identified in the knowledge on workplace AOD policies. Generalisability 
of the research findings is also discussed.  
Generalisability 
Notwithstanding the limitations of the research, especially with regard to non-
randomised single group pre- and post-test study design, the study results may be 
able to be generalised to similar industries with comparable workforces. Similar 
industries will likely include those in high-income countries that are large, relatively 
stable (in terms of workforce), highly ‗unionised‘, and whose employees primarily 
undertake ‗safety-sensitive‘ work. This assumption is pertinent with regard to the 
claims being made by the Doctoral research in terms of addressing the gaps which 
were identified in the current literature.  
Gap 1: Can workplace AOD policies be effective in reducing workplace AOD 
impairment? 
Notwithstanding the limitations of the study design, the findings from this research 
indicate that workplace AOD policies can be effective in reducing workplace AOD 
impairment. Combined findings from all the studies conducted as part of the research 
project indicate that there are a number of key factors to consider in ensuring the 
effectiveness of workplace AOD policies. First, the policy needs to be developed and 
implemented according to Duffy and Ask‘s (2001) best-practice guidelines for 
workplace AOD policies. These guidelines emphasise, for example, the importance 
of extensive consultation with all relevant stakeholders, implementing the policy 
universally and gradually, and ensuring that AOD testing is only one part of a 
comprehensive policy (which also includes education/training) aimed at reducing 
AOD-related harm. Second, the policy needs to target the appropriate risk factors for 
workplace AOD impairment. These are likely to be targeted through workplace AOD 
education/training and possibly AOD testing (and are discussed further, in a 
subsequent section).  
Gap 2: Which factors in the development and implementation of workplace 
AOD policies facilitate or impede the effectiveness of the policy to 
reduce workplace AOD impairment and/or injury?  
Findings from the research indicate that the process of developing and implementing 
a workplace AOD policy is related to the success of the policy in reducing workplace 
AOD impairment. The factors which were related to the success of the study 
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industry‘s policy in terms of achieving its main goal of reduced workplace 
impairment are likely to be important considerations for other workplace AOD 
policy-makers in the future. The factors correspond to those which have already been 
identified by the authors of the existing guidelines for workplace AOD development 
and implementation (Duffy & Ask, 2001), and include ensuring that the policy is 
implemented according to its original intention, making provision for substantial 
consultation with all relevant stakeholders during policy development, applying the 
policy comprehensively and universally, adequately publicising the policy prior to its 
implementation, and gradually introducing employees to the imminent changes with 
respect to the policy. Another factor that was potentially related to the success of the 
policy and likely to be important for other workplace AOD policy-makers, is the 
securing of an appropriate, independent, external expert/s who is trusted by all 
stakeholders and who is able to facilitate negotiations and mediation between the 
multiple interests in the policy-making process. These experts need to be cognisant 
of the macro context in which the particular policy is being developed and recognise 
the multiple interests (stakeholders) and their potential influence in the process.  
This research appears to demonstrate support for the existing guidelines for AOD 
development and implementation in Australian workplaces (Duffy & Ask, 2001), as 
representing the key factors that facilitate effective policy outcomes. The research 
also appears to demonstrate support for extending the guidelines to include the 
importance of an appropriate, independent, external expert/s to facilitate negotiations 
and mediation between the multiple interests in the policy-making process.  
Gap 3: What risk factors should AOD policies target in order to be effective 
in reducing workplace AOD impairment? 
Notwithstanding the limitations of the study design, findings from the research 
address a gap in the knowledge by indicating which measured risk factors for 
workplace AOD impairment were associated with a reduction in workplace AOD 
impairment, following policy implementation. By implication, the measured risk 
factors that were related to workplace AOD impairment (the behaviour of interest in 
the current research) represent the mechanisms by which behaviour change (with 
regard to workplace AOD impairment) occurs. The measured risk factors were based 
on theories of behavioural change and, generally, the findings from the Doctoral 
research show support for these theories. 
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The measured risk factors included: AOD use; knowledge, BIs, attitudes, SNs, and 
perceived behavioural control with regard to workplace AOD impairment; 
perceptions of certainty, severity, and swiftness of punishment for workplace AOD 
impairment; and direct and indirect experience with punishment avoidance for 
workplace AOD impairment. Each of these constructs will be discussed in relation to 
the relevant theory. 
AOD use 
General employee AOD use was measured to explore whether changes following 
policy implementation were related to changes in workplace AOD impairment. It 
was not possible to analyse alcohol, heroin, or cocaine use in this context, but 
positive changes in cannabis use were related to positive changes in workplace AOD 
impairment following policy implementation (not statistically significantly, but 
close, p = .06 [and representing a medium effect size]). Similarly, positive changes in 
amphetamine use were related to positive changes in workplace AOD impairment 
following policy implementation (although this finding was not statistically 
significant). The findings imply that targeting (lowering) general AOD use may help 
in reducing workplace AOD impairment. 
Knowledge 
Knowledge regarding workplace AOD impairment was measured because of its 
recognised role in health behaviour change. Results from the research indicate that 
positive changes in knowledge were related to positive changes in workplace AOD 
impairment following policy implementation (although this relationship was not 
statistically significant). The finding implies that targeting (increasing) knowledge 
may help in reducing workplace AOD impairment. 
Theory of Planned Behaviour 
The TPB was used for the Doctoral research project because it has in past research 
helped to explain a substantial proportion of the variance in actual behaviour (via 
BIs), and what the antecedents of BIs are (attitudes, SNs, and perceived behavioural 
control). Results from the research indicated that positive changes in all four 
constructs were related to positive changes in workplace AOD impairment following 
policy implementation.  
The relationship between positive changes in BIs and positive changes in workplace 
AOD impairment was strong, with all employees who changed positively in their BIs 
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also changing positively with regard to workplace AOD impairment. The 
relationship between positive changes in SNs and positive changes in workplace 
AOD impairment was statistically significant. Similarly, the relationship between 
positive changes in perceived behaviour control and positive changes in workplace 
AOD impairment was statistically significant. While the relationship between 
changes in attitudes and changes in workplace AOD impairment was not statistically 
significant, it was positive, with employees who improved their attitudes with regard 
to workplace AOD impairment also being more likely to report changes in workplace 
AOD, following policy implementation.  
The findings suggest that improvement of the study employees‘ attitudes, SNs, 
perceived behavioural control, and BIs with regard to workplace AOD impairment, 
was related to the adoption of the workplace AOD policy. By implication, the TPB 
may represent a useful model for understanding what motivates AOD impairment 
behaviour in the workplace and that it is these factors (BIs, attitudes, SNs, and 
perceived behavioural control) which represent the mechanisms by which workplace 
AOD impairment behaviour change occurs. The TPB is also likely to be useful in the 
design of workplace AOD programs to reduce workplace AOD impairment 
behaviour. In other words, targeting BIs by increasing SNs and perceived 
behavioural control, and improving attitudes (with regard to workplace AOD 
impairment), may help to reduce workplace AOD impairment. These factors are 
likely to be most effectively targeted through an AOD educational program. 
Deterrence Theory 
The deterrence theory was used for this Doctoral research project because it has in 
past research helped to explain the mechanisms by which behaviour changes, where 
there is the possibility that that behaviour may lead to punishment/sanctions. Results 
from the research indicate that positive changes in all five deterrence constructs were 
related to positive changes in workplace AOD impairment following policy 
implementation.  
The relationship between positive changes in indirect experience with punishment 
avoidance and positive changes in workplace AOD impairment was statistically 
significant. In other words, the less exposure employees had to others‘ punishment 
avoidance, the less likely they were to undertake workplace AOD impairment 
behaviour. This finding is consistent with previous studies which found support for 
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the assertion that exposure to indirect punishment avoidance produces increased 
chances of the offending behaviour occurring (Piquero & Paternoster, 1998; Sitren & 
Applegate, 2007; Watling et al., 2010).  
While the relationship between changes in the remaining deterrence constructs 
(direct experience with punishment avoidance for workplace AOD impairment, and 
perceptions of the certainty, severity, and swiftness of punishment for workplace 
AOD impairment) and changes in workplace AOD impairment was not statistically 
significant, it was positive. With regard to direct experience with punishment 
avoidance, the less employees evaded punishment for workplace AOD impairment, 
the less likely they were to undertake workplace AOD impairment behaviour. This 
finding was consistent with other studies that found that the experience of personal 
(direct) punishment avoidance was found to be positively associated with the 
intention to offend (Freeman & Watson, 2006; Paternoster & Piquero, 1995a; 
Piquero & Paternoster, 1998; Sitren & Applegate, 2007; Watling et al., 2010). With 
regard to perceptions of swiftness of punishment for workplace AOD impairment, a 
greater perception of swiftness of punishment was more likely to result in reduced 
workplace AOD impairment. The finding was the same for perceptions of certainty 
and severity. Findings from other studies that measured perceptions of certainty and 
severity are mixed. Some have shown support for the certainty of punishment having 
a statistically significant effect in deterring offending behaviour and no support for 
perceived severity having any effect (Erickson & Gibbs, 1976; Kelley et al., 2009; 
Pogarsky & Piquero, 2004). Others have found evidence for the role of perceived 
severity in deterring potential offenders (Tavaras et al., 2008), or support for both 
certainty and severity (Freeman & Watson, 2006). 
The findings suggest that increased employee perceptions of the certainty, severity, 
and swiftness of the punishment for workplace AOD impairment, and decreased 
exposure to direct and indirect punishment avoidance, was related to the adoption of 
the study workplace AOD policy. By implication, deterrence theory may represent a 
useful model for understanding what motivates AOD impairment behaviour in the 
workplace and that it is these factors that represent the mechanisms by which 
workplace AOD impairment behaviour change occurs. Consideration of the potential 
effects of deterrence in the design of workplace AOD programs may help to improve 
compliance with the workplace AOD policy. In other words, a formal deterrent for 
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workplace AOD impairment, like a workplace AOD testing/screening program with 
established repercussions for violations, may help to reduce workplace AOD 
impairment. 
In terms of the theoretical implications of the findings from this research, it appears 
evident that both the TPB and the deterrence theory may be useful in the design of 
workplace AOD policies, and in understanding the behavioural motivations for 
workplace AOD impairment. There is no apparent evidence from the findings that 
either one of these theories was more important than the other in explaining the 
motivations for workplace AOD impairment, but this was not something that was 
directly measured as part of the research. Similarly, what is uncertain from the 
findings (and beyond the scope of this research) is which aspects of the workplace 
AOD policy were responsible for changes in the various theoretical constructs. It is 
possible, for example, that the changes in SNs or attitudes regarding workplace AOD 
impairment, were in response to the AOD testing, as opposed to the AOD 
educational program.  
Gap 4: Which employee groups respond less well to workplace AOD policies? 
Another gap in the literature that is addressed by the Doctoral research pertains to 
which employee characteristics policy-makers should target to achieve a reduction in 
workplace AOD impairment. Findings from the research indicate that the following 
groups of employees may be less likely to respond positively to workplace AOD 
policies, and that targeting these groups may help to reduce workplace AOD 
impairment: employees who drink at high levels; employees who use cannabis 
frequently; employees who work on plant (as opposed to office) sites, and those 
employed in maintenance and operations (as opposed to management, or 
administrative/support) roles. 
9.5 EVIDENCE–BASE FOR AOD POLICY DEVELOPMENT AND 
IMPLEMENTATION 
The central premise of the research project is the importance of quality scientific 
evidence in the development and implementation of workplace AOD policies. The 
Chief science advisor to the Prime Minister of New Zealand, in a recent discussion 
paper regarding the use of evidence in policy formation, noted that policy 
development and implementation needs to be informed by scientific evidence 
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(Gluckman, 2011). Policies which are developed without reference to existing 
scientific evidence, or which are implemented and sustained in the absence of formal 
evaluation, are likely by definition to be ineffective and have unknown or potentially 
adverse consequences (Gluckman, 2011). Furthermore, the assembling of relevant 
scientific evidence and its interpretation for the purpose of policy development, 
needs to be separated from the development of the policy itself, in order to guarantee 
the integrity of the scientific guidance provided (Gluckman, 2011). The authors of a 
Cochrane Review on the effectiveness of workplace AOD testing programs also 
noted the importance of evaluation and called specifically for more evaluation 
studies to determine the effect of workplace AOD policies (Cashman et al., 2009).  
The Doctoral research project undertook a formal evaluation of a workplace AOD 
policy using the methodologically comprehensive public health model of evaluation, 
theory and evidence-based instrument development, and the highest quality scientific 
methods possible, given the constraints of the research (in the design of study, and in 
the measurement and analysis of relevant constructs). The assembling of this highly 
relevant scientific evidence and its interpretation for the purposes of the study 
industry and the development of their policy, was undertaken independent of the 
policy development and implementation process (by the Doctoral candidate who is 
independent of the industry and its policy) thereby helping to ensure the integrity of 
the findings provided. Through the evaluation of the study industry‘s policy, the 
Doctoral research has also generated evidence to address major gaps identified in the 
knowledge regarding workplace AOD policies. Importantly, the research has 
generated evidence that may assist policy-makers to develop and implement effective 
workplace AOD policies. 
9.6 IMPLICATIONS 
The below sections discuss the practical implications of the findings for the study 
industry (Section 9.6.1) and the wider implications for practice and future research 
beyond the study industry (Section 9.6.2). Section 9.7 presents the concluding 
remarks. 
9.6.1 IMPLICATIONS OF THE EVALUATION FINDINGS FOR THE STUDY INDUSTRY 
The study industry can be confident that it is likely that the measures taken to 
develop and implement their workplace AOD policy were successful. By 
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implication, the processes which were consistent with Duffy and Ask‘s (2001) best-
practice guidelines for workplace AOD policies in Australia, such as consultation 
with all stakeholders, were necessary and may have accounted for the policy‘s 
success. To ensure the ongoing effectiveness of the policy, it is likely that a high 
level of engagement with the relevant stakeholders (in relation to the policy and its 
ongoing programmatic components, such as testing and education) will need to be 
maintained. In particular, a review of the development and implementation process, 
by the working party that were originally consulted to develop the policy, is 
recommended, and was highlighted by some interview participants as an oversight in 
the process.  
Findings from the impact evaluation study imply that it is likely that the study 
industry‘s policy may have helped to improve employee attitudes and increase 
employee knowledge and perceived behavioural control with regard to workplace 
AOD impairment. The workplace AOD policy also appeared to have played a part in 
increasing employee deterrence with regard to workplace AOD impairment. Ongoing 
AOD education for current employees and comprehensive training for new 
employees is recommended as an essential accompaniment to the AOD testing 
program (which is a permanent feature of the study industry‘s policy). Continual 
targeting of the risk factors for workplace AOD (as outlined above) may be 
necessary to maintain the effectiveness of the policy to reduce workplace AOD 
impairment.  
Importantly, findings from the study evaluating the outcome of the policy to reduce 
workplace AOD impairment imply that the main goal of reducing workplace AOD 
impairment is likely to have been achieved and, by implication, the policy should be 
continued. Findings from the outcome evaluation also highlighted particular groups 
in the industry who appeared to be less likely to change their workplace AOD 
impairment behaviour, and who may benefit from additional targeted programs. 
These groups included employees who consume high levels of alcohol, frequently 
use cannabis, work on plant sites, or are employed in maintenance and operations 
roles. It is possible that the successful targeting of these groups may result in further 
reductions in workplace AOD impairment in the study industry. 
Findings from the integration of the process, impact, and outcome evaluations, imply 
that the impact of the study industry‘s AOD policy (in changing the risk factors for 
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workplace AOD impairment) may have been related to the policy having been 
implemented well (according to best-practice, and as intended). In addition, the 
findings imply that the outcome of the policy (to reduce workplace AOD 
impairment) may have been related to the policy having effectively and accurately 
targeted the risk factors for workplace AOD impairment. Overall, these findings 
appear to suggest that in developing and implementing a policy according to Duffy 
and Ask‘s (2001) best-practice guidelines, and in adequately targeting the 
appropriate risk factors for workplace AOD impairment (via the policy‘s 
programmatic components—education and testing), the study industry may have 
been successful in reducing workplace AOD impairment.  
9.6.2 WIDER IMPLICATIONS OF THE RESEARCH FINDINGS FOR PRACTICE AND 
FUTURE RESEARCH 
In addressing the gaps in the literature with regard to workplace AOD policies, the 
Doctoral research findings may have implications beyond the study industry. The 
research findings appear to suggest that the way in which a workplace AOD policy is 
developed and implemented (process) is likely to determine the success of the policy 
in attaining its main goal (outcome). This is because the factors involved in the 
development and implementation of a policy are directly related to the impact of the 
policy in improving the behavioural risk factors it has targeted. Success in improving 
the targeted risk factors is then directly related to the policy‘s main goal. Given these 
findings, three elements are required to assist policy-makers to develop and 
implement effective workplace AOD policies. First, policy-makers need to know 
which factors in the development and implementation of workplace AOD policies 
facilitate or impede the effectiveness of a policy to reduce workplace AOD 
impairment. Second, it is important to know what the risk factors for workplace 
AOD impairment are, so that the policy can be developed to target these risk factors. 
Third, policy-makers need to be aware of which employee groups respond less well 
to workplace AOD policies (in terms of reducing their workplace AOD impairment), 
so that this can be taken into account in the policy‘s development. The Doctoral 
research project has addressed all three of these elements.  
With regard to the factors which may facilitate the effectiveness of a workplace AOD 
policy to reduce workplace AOD impairment, the findings indicate that policy-
makers ought to: secure an appropriate, independent, external expert to assist in 
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facilitating the policy development process; make provision for substantial 
consultation with all relevant stakeholders during policy development; apply the 
policy comprehensively and universally; adequately publicise the policy prior to its 
implementation; gradually introduce employees to the imminent changes with 
respect to the policy; and ensure that the policy is implemented according to its 
original intention.  
The Doctoral research findings may indicate which risk factors policy-makers ought 
to target as part of their policy implementation. This includes an education program 
aimed at: reducing employee general AOD use (especially alcohol consumption); 
increasing awareness and knowledge of the workplace AOD policy (including 
procedures regarding AOD testing) and workplace AOD impairment; increasing 
attitudes against workplace AOD impairment; and improving SNs with regard to 
workplace AOD impairment. The research findings also suggest that an AOD testing 
program may help in reducing workplace AOD impairment via a deterrent effect.  
The findings with regard to which employee groups are less likely to reduce their 
workplace AOD impairment in response to a workplace AOD policy, indicate that 
policy-makers need to consider the following groups in the development and 
implementation of their policies: employees who drink at high levels, employees 
who use cannabis frequently, employees who work on plant (as opposed to office 
sites), and those employed in maintenance and operations (as opposed to 
management, or administrative/support) roles. 
Future research 
The Doctoral research represents the strength of ‗translational research‘ to directly 
influence practice. In this instance, the evaluation of the workplace AOD policy will 
directly influence subsequent decisions by the study industry regarding the future of 
their workplace AOD policy. At the very least, findings from the formal evaluation 
of the policy can assure the industry that the implementation of their policy has not 
had a detrimental effect. In this case, the policy‘s goals appear to have been 
achieved, and the research findings may have implications for the wider practice of 
workplace AOD policy development and implementation. To further enhance the 
evidence-base for workplace AOD policies, it is essential that industries developing 
and implementing workplace AOD policies have them formally and independently 
 244 Chapter 9: Discussion 
evaluated. Future research could then focus on pooling the consequent data to 
undertake a multi-industry, meta-study analysis. 
9.7 CONCLUDING REMARKS 
The Doctoral research not only formally evaluated a workplace AOD policy using 
the highest level methods possible within the constraints of the research, it also 
addressed substantial gaps in the evidence regarding the development and 
implementation of effective workplace AOD policies. The research espouses the 
importance of quality scientific evidence in the development, implementation, and 
evaluation of health policies.  
The research project also represents the only study known to the Doctoral candidate 
at the time of submission of the thesis for examination, which has undertaken a 
comprehensive process-impact-outcome evaluation of a workplace AOD policy. 
Moreover, the Doctoral research achieved a refinement rarely undertaken in any field 
of policy evaluation, through an integration of the findings from the three forms of 
evaluation.  
Finally, the Doctoral research characterises the value of translation research activity, 
delivering to the study industry and future policy-makers, scientific evidence upon 
which to base policy decisions. 
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“THE ORGANISATION” LIMITED 
OCCUPATIONAL HEALTH & SAFETY PROCEDURE FOR 
FITNESS FOR WORK - MANAGEMENT OF 
ALCOHOL AND OTHER DRUGS 
OHS-PROC-411  
 
1.0 Purpose 
This procedure outlines “THE ORGANISATION”‟s (TE) alcohol and other 
drugs policy and supports the objectives of the Common Policy and Procedure 
for the Management of Fitness for Work.  It promotes health and safety in the 
workplace and seeks to minimize the risk of injury to personnel. Management 
of alcohol and other drugs shall be seen in the context of an overall fitness for 
duty framework, which includes fatigue and other factors. 
 
The misuse of alcohol and medications, and the use of other drugs can have 
serious consequences in the workplace. TE has an obligation under the 
Workplace Health & Safety Act 1995 to provide a safe workplace.  It shall 
therefore take action when the health or safety of people in the workplace is 
affected by substance misuse. 
 
TE also recognises that some employees may need support for an alcohol 
and/or drug related problem. Accordingly, it provides Employee Assistance 
Program (EAP) Counsellors as a free service.  
 
This procedure: 
 Outlines the responsibilities of personnel, management and TE in relation 
to the effects of alcohol, medications and other drugs in the workplace; 
 Describes how alcohol and other drug issues will be fairly and consistently 
managed; 
 Specifies how drug and alcohol testing will be conducted; and 
 Recommends how employees with drug and/or alcohol related problems 
can seek assistance. 
 
2.0 Scope 
This procedure applies to everyone working at or attending a recognised 
workplace of TE. All personnel at a TE workplace shall comply with this 
procedure as a condition of access. 
 
When employees are formally representing TE outside these recognised 
workplaces, and alcohol is provided and consumed, responsible consumption 
is encouraged.  
 
3.0 Definitions 
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The definitions in this document pertain only to the matters dealt with in this 
document.  They shall not be used to infer rights and/or obligations in any 
other industrial mechanism. 
 
Terms Definition 
Affected by Drugs 
and or Alcohol 
Returning an alcohol test above the defined limits as 
prescribed by this procedure; returning a drug test result 
above the limits defined in relevant current Australian 
Standards for example AS4760- 2006 – Procedures for 
Specimen Collection and the Detection and Quantitation of 
Drugs in Oral Fluid. 
Alcohol Ethyl Alcohol, Ethanol. 
Appeal Period As defined in - Appeal of Confirmed Positive Saliva Result 
(See Section 12.6). 
Breath Alcohol 
Concentration (BAC) 
Blood alcohol concentration or its equivalent breath alcohol 
concentration. The units used for expression of blood alcohol 
concentration in this procedure being per cent (%) with the 
equivalent breath concentration being expressed as the 
percentage of grams in 210 Litres of expired breath. 
BAC Positive A person will return a BAC positive result if the BAC reading 
is 0.05% or greater. 
BAC Negative  A person will return a BAC negative result if the BAC reading 
is less than 0.05%. 
Chain-of-Custody A series of procedures to account for the integrity of each 
oral fluid specimen by tracking its handling and storage from 
point of specimen collection to final disposal of the specimen. 
This includes a signed declaration and agreement to provide 
a specimen. 
Chain-of-Custody 
Form 
A form used from time of collection of the specimen to its 
receipt by the laboratory, as well as dispatch between 
laboratories. 
Collector A TE employee or representative of the drug and alcohol 
testing service provider who has undertaken and completed 
an accredited training course in conducting workplace drug 
and alcohol testing. 
Confirmed Negative A test result at or below the target concentration following 
confirmatory drug testing. 
Confirmed Positive A test result above the target concentration following 
confirmatory drug testing. 
Confirmatory Test An analytical procedure that uses mass spectrometry to 
identify and quantify unequivocally a specific drug or 
metabolite. 
Contractor A person who carries out work under a contract for services 
with TE, either as an individual or as an employee of a 
company other than TE or its related bodies corporate as 
defined in the Corporations Act 2001 (Cth). 
Disciplinary Action Action taken at the discretion of TE in accordance with the 
terms of this procedure, and it may include termination of 
employment of an employee, termination of engagement of a 
contractor or refusal of entry to a contractor‟s employee.  
Where relevant, disciplinary action will be taken in 
accordance with TE's performance management policy and 
procedure. 
Donor (AS) A person who provides an oral fluid specimen to be 
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assessed for the presence of drugs. 
Drug Any substance, article, preparation or mixture (with the 
exception of alcohol) whether gaseous, liquid, solid or in any 
form which, when consumed or used by any person, 
deprives or alters the person either temporarily or 
permanently of any of their normal mental or physical 
faculties. For the purpose of this procedure the term shall be 
applied to the drugs/metabolites listed in Table 2 of Appendix 
5. 
Employee Person having a valid contract of employment with TE and/or 
is in receipt of salary or wages from TE or its related bodies 
corporate as defined in the Corporations Act 2001 (Cth). 
Employee 
Assistance Program 
(EAP) 
The EAP is provided by trained professionals operating 
externally to TE. They provide counselling, information and 
assistance on a wide range of problems including work 
stress, relationship and family problems, conflict and 
managing change, and other issues that may lead to alcohol 
and other drug problems.   
Fit for Duty Means that a person is in a state (physical, mental and 
emotional) which enables them to perform assigned tasks 
competently and in a manner which does not threaten or 
compromise the safety or health of themselves or others.  
Formally 
Representing 
When an employee has been requested to attend a 
function/event on behalf of the organisation. 
Industrial Instrument All forms of employment contract including collective 
agreement,  award, common law contract , executive 
contract etc. 
Illegal or Illicit Drugs Every substance or article which is a dangerous drug under 
or within the meaning of the Drugs Misuse Regulation 1987 
(Qld). 
Initial testing An on-site testing procedure which is used to exclude the 
presence of a drug or a class of drugs. 
Laboratory An independent place at which the analytical procedures are 
conducted and conforms with best industry practice and 
procedures. 
Near Miss Any unplanned incident that occurs at the workplace which 
has the potential to result in a serious injury, damage to 
plant, or the environment. 
Negative Test Result A result at or below the nominated or target concentration 
used for initial drug testing. 
Non-prescribed drug Any drug legally obtained but not prescribed by a Medical 
Practitioner, including but not limited to over-the-counter 
medication. 
OMT Operations Management Team 
Overhaul Planned period of time where plant or equipment is taken 
offline for routine maintenance and statutory inspections or 
as otherwise specified by the organisation‟s industrial 
instrument. 
Person/s, Personnel Employees, contractors and visitors. 
Prescription Drugs Drugs legally prescribed by a Medical Practitioner. 
Random A selection process where each variable in the sample has 
the same probability of being selected. 
Reasonable 
Suspicion 
Is an opinion that is formed as a result of an observation that 
is conducted with reference to Appendix 1. 
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Referee Specimen 
(AS) 
A separate container of the collected second specimen or an 
additional specimen collected at the same time as the 
second specimen, which is sealed at the point of collection 
and subsequently transported and securely stored at the 
confirmatory testing laboratory for analysis in the event of a 
disputed analysis. 
Return-to-work test A saliva drug-screening test/alcohol test that is conducted 
upon a person‟s return to a TE workplace to confirm a 
negative result after having tested either unconfirmed result 
to initial on-site testing or confirmed positive in confirmatory 
testing. 
S8 Medical 
Prescription 
A group of medications that the Commonwealth Government 
has classified and placed restrictions on prescription by your 
Doctor and supply by your Pharmacist. These drugs have 
potential for abuse and diversion into the illegal drug market. 
Second Specimen 
(Confirmatory)  
A saliva specimen that is obtained by the Collector as soon 
as reasonably practicable from a person who has had an 
unconfirmed result to the on-site saliva drug-screening test. 
The second specimen will be used for confirmatory testing 
and split for a referee specimen. 
Serious Injury A work related incident which results in disability, illness or 
time lost from work of one day/shift or more. 
Shall / Will / Must Indicates that a statement is mandatory. 
Should Indicates a recommendation. 
Supervisor Any person with supervisory or management responsibility 
and accountability for work team members. 
Testing Provider The entity engaged by TE to undertake alcohol and drug 
testing on behalf of TE, in accordance with this procedure. 
Unconfirmed Result A result that requires confirmatory testing of the specimen to 
unequivocally determine the presence or absence of a drug. 
Visitor A person seeking access to a TE workplace without entering 
into an employment relationship or contract with TE.  For 
example, attending a TE workplace as an invited guest of an 
Employee or Contractor. 
 
4.0 Obligations 
All personnel shall comply with this procedure for the management of alcohol 
and other drugs. 
 
“THE ORGANISATION” has an obligation to ensure that this procedure is in 
place to promote, support, monitor and review the workplace practices and 
outcomes. 
 
“THE ORGANISATION” has an obligation to ensure that as far as reasonably 
practical that those workers unfit to drive due to the effects of alcohol and other 
drugs are transported to their home or to an alternative suitable place to allow 
recovery. 
 
Where an unacceptable risk is identified the situation must be managed to 
remove or minimise the risk.   
 
5.0 Responsibilities 
Everyone at a TE workplace has a responsibility to ensure that alcohol and/or 
drugs do not affect their own, or others‟ health and safety in the workplace.  
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5.1 Employees, Contractors and Visitors 
Employees, contractors and visitors (all personnel) must not: 
 Be adversely affected by alcohol or other drugs and therefore not fit 
for duty whilst: 
 At work;  
 On call;  
 Driving a company vehicle; or  
 Operating company plant or equipment. 
 Consume alcohol and/or illicit drugs at the workplace; and 
 Use medications contrary to the manufacturer‟s instructions or 
Doctor‟s advice. 
 
Employees, contractors and visitors: 
 Should notify their supervisor (host if visitor) if; 
 Their work performance is likely to be affected by alcohol or other 
drug use; and 
 There is any risk to themselves or others due to the effects of 
alcohol or other drugs. 
 Should encourage other personnel to comply with this procedure; 
 Must participate in drug and/or alcohol tests if requested; and 
 Should notify their supervisor or other responsible person (if a person 
will not self manage their potential impairment) immediately if they 
suspect others in the workplace are behaving in a way that suggests 
they are impaired by alcohol and/or other drugs. 
 
5.2 ―THE ORGANISATION‖  
TE will: 
 Educate its employees about the effects of alcohol and other drugs 
on health and wellbeing; 
 Offer alcohol and other drug rehabilitation and assistance to any 
employee, taking into account the individual‟s right to privacy and 
confidentiality; and 
 Report quarterly to employees on the number and location of tests 
carried out. 
 
5.3 Site Managers / Relevant General Manager 
Site Managers / Relevant General Managers are responsible for: 
 Implementing this procedure at the workplace; 
 Investigating apparent breaches of the provisions of this procedure; 
and 
 Taking appropriate actions where breaches of the procedure have 
occurred (Refer Section 14.1). 
 Ensuring that during recruitment processes, prospective employees 
are advised that testing for alcohol and other drugs is undertaken; 
 Ensuring that the employee and workplace induction processes 
includes education on the standards, obligations and responsibilities 
of this procedure; 
 Assisting supervisors and managers in applying this procedure. This 
includes facilitating access to counselling, rehabilitation and other 
assistance services when required;  
 Monitoring the application of this procedure; and 
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 Providing advice to management, particularly on the privacy and 
confidentiality rights of employees.   
 
5.4 Workplace Health & Safety Officers and Rehabilitation & Return to Work 
Coordinators 
Workplace Health & Safety Officers and Rehabilitation & Return to Work 
Coordinators are responsible for:  
 Ensuring that information and education regarding this procedure are 
provided in employee and workplace inductions; 
 Offering to arrange alcohol and other drug support, counselling and 
medical advice for employees; 
 Providing advice on establishing suitable alternate duties (where 
possible) and/or a safe location for individuals with a BAC level above 
0.00% but less than 0.05% or impaired by medication; and 
 Maintaining privacy and confidentiality. 
 
5.5 Supervisors 
Supervisors are responsible for: 
 Implementing this procedure where a reasonable suspicion has been 
formed or that a person may be affected by alcohol and/or other 
drugs (see Appendix 1); 
 In consultation with appropriate personnel, arranging suitable 
alternate duties (where possible) and/or a safe location for individuals 
with a confirmed BAC level above 0.00% but less than 0.05% or 
impaired by medication; 
 In consultation with appropriate personnel, arranging suitable work 
for employees taking prescription and/or legal medication; 
 Ensuring that any incident relating to a confirmed positive result from 
testing for alcohol or other drugs is documented and that the 
manager operations is notified; 
 Maintaining privacy and confidentiality, including acting on reports of 
concern about privacy and confidentiality (See Section 7); and 
 Facilitating other actions as defined under this procedure.  
 
5.6 Collectors and Testing Providers 
Collectors and testing providers are responsible for:  
 Implementing this procedure for the collection and testing of 
specimens taken for alcohol and other drugs; and 
 Ensuring that privacy and confidentiality is maintained. 
 
6.0 Counselling and Support 
6.1 Employee Assistance Program 
TE provides a confidential Employee Assistance Program (EAP) through 
an external service provider. This program is available to all employees 
and their families free of charge. Contact details of the EAP are posted 
around each TE workplace. TE can provide information regarding the 
service and will arrange an appointment on request. An employee may 
directly contact TE EAP if they so choose. 
 
6.2 Employee Support 
TE recognises that some people may require support for alcohol or drug 
related issues.  If an employee believes he or she requires assistance, or 
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where TE considers an individual may require assistance, that employee 
will be encouraged to obtain support through: 
 EAP Counsellors; 
 Community Health Services; 
 Rehabilitation & Return to Work Coordinators; 
 Support groups or other specialist services; 
 A Doctor; and 
 An Occupational Health Nurse or Health and Safety Advisor.   
 
Any employee who participates in a treatment or rehabilitation program 
to manage an alcohol and/or drug related issue will be granted 
appropriate leave. This will be in accordance with the relevant TE 
workplace industrial instruments. 
 
6.3 Rehabilitation/Support 
TE will, in all cases, offer an appropriate, fully funded rehabilitation 
program in accordance with TE‟s procedure for workplace rehabilitation 
and WorkCover claims, Program for Workplace Rehabilitation (OHS-
PROC-500).  
 
7.0 Privacy and Confidentiality 
The use of information gained as a result of an alcohol or other drug test will 
be strictly limited to purposes consistent with this procedure.  
 
Throughout the drug testing process confidentiality is important.  TE will be the 
only entity able to match a specific saliva sample with a specific person.  
 
Subject to the operational reporting requirements of this procedure, TE will 
ensure, that employee, contractor and visitor information is kept confidential 
and secure. All documentation and requests for disclosure will be handled 
according to relevant legislation. Information will only be used for the purpose 
of determining fitness for work, assignment of appropriate duties or 
rehabilitation purposes. 
 
TE will only release information to a third party as required by law, and with the 
written permission of the Manager Operations or relevant General Manager 
after the individual concerned has been advised. This advice will be 
documented. Records of test results are not to be passed on by the company 
to any future employer (except in the case of a transmission of business where 
the employees‟ transfer their employment to the new owner). 
 
Records of test results of contractors will be kept secure and not passed on to 
any person other than their employer‟s nominated representative. 
 
TE will take all reasonable steps to respect the privacy and confidentiality of 
individuals participating in testing. The behaviour and actions of all parties 
involved will be under close scrutiny with regards to maintaining the privacy 
and confidentiality of individuals being tested.  Concerns about privacy and 
confidentiality should be reported to their supervisor, health and safety 
representative or union delegate. Breaches of confidentiality are considered a 
serious matter and will be treated in accordance with the organisation‟s 
performance management processes. 
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Where employees act as collectors, they acknowledge and understand their 
responsibilities outlined in this procedure. 
 
Where relevant to an accident or incident investigation, the records will only be 
referenced in the investigation, and flagged with the appropriate cross-
referencing. These records will be kept in accordance with the regulatory 
requirements. 
 
8.0 Identification 
Identification of persons who may be affected by alcohol or other drugs can 
occur as a result of: 
 Voluntary disclosure by the person affected; 
 Direct observation of the affected person‟s behaviour, consistent with 
Appendix 1; 
 The person is found consuming alcohol or using other drugs at work,  
 Following a workplace incident (See Section 11.5); and 
 The alcohol and other drugs testing processes. 
 
9.0 Prescription Drugs and Non-Prescribed Drugs 
TE recognises some employees, contractors or visitors take prescribed drugs, 
non-prescribed drugs (e.g. over-the-counter medication) that may affect their 
fitness for duty.   
 
Individuals using these medications should: 
 Advise their Medical Practitioner or Pharmacist of the type of work they do 
at the time of obtaining the prescription or medication and obtain relevant 
information about the possible side effects; 
 If affected, advise their supervisor and/or manager that they are taking 
medications and there may be possible side effects;  
 Take the medications only as prescribed or instructed; and 
 Take note of warnings or instructions on packaging.  
 
10.0 Education and Training 
TE will provide all employees with an education program on alcohol and other 
drugs issues in the workplace and their responsibilities under this procedure.  
 
This education will give employees the knowledge and ability to manage their 
own fitness for work. 
 
The education program will be on-going and flexible. It will respond to reviews 
of trends in overall test results. 
 
All personnel will participate in training to recognise symptoms and behaviours 
associated with the affects of alcohol and other drugs including support 
mechanisms and the application of the procedure. Supervisors including 
persons acting in the position of supervisor and health and safety 
representative, including on-site industrial representatives will participate in 
more detailed training.  
 
10.0 Education and Training 
As noted in Section 6, an Employee Assistance Program is available to 
provide employees and their families with assistance and/or counselling. EAP 
consultants can provide further education and information as required. 
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Testing providers, and TE employees required to perform testing, will be 
trained and certified. They will need to meet appropriate standards and 
equipment vendors‟ recommendations. 
 
11.0 Testing for Alcohol and Other Drugs 
It is a condition of entry to TE workplaces that all employees, contractors, and 
visitors can be tested at any time for alcohol or other drugs. 
 
Random on-site testing is only to take place after the start and before the end 
of an individual‟s shift. 
 
Testing will be conducted by a suitably trained, qualified collector who is 
authorised by TE.  
 
Any employee, contractor or visitor who refuses to undertake a test under this 
procedure will be treated the same as a person having returned a confirmed 
positive test result and the provisions stipulated in Section 14 of this procedure 
will apply. TE will ensure that personnel fully understand the consequences of 
refusing to undertake a test and will be provided with appropriate advice.  
 
Any person who is requested to undergo testing and refuses such a request 
will not be allowed entry to, or to remain in, the workplace.  
 
11.1 Testing Criteria 
The person being tested for drugs other than alcohol is to complete a 
workplace approved Consent/Chain of Custody Form.  
 
Refusal to complete this form will be treated as a confirmed positive 
result. TE will ensure that personnel fully understand the consequences 
of refusing to sign and will be provided with appropriate advice.  
 
A consent/chain of custody form will respect the individual‟s 
confidentiality. It is noted that the medical declaration is optional not 
compulsory. Personnel are not required to disclose medications if they 
do not wish to. 
 
The collector is to follow an alcohol or saliva drug screening collection 
protocol in accordance with recognised Australian Standards.  
 
Any saliva specimen taken as part of this procedure will be for the sole 
purpose of drug testing and will not be used for any other purpose such 
as DNA profiling. Specimens that require testing away from the 
workplace are subject to strict chain of custody protocols under the 
control of a laboratory operating according to industry best practice.  
 
11.2 Random Testing  
Initially, the frequency of random testing at each workplace will result in 
employees having a likelihood of being breath alcohol tested on average 
four times per year and participating in a drug screen test on average 
twice per year. 
 
The Health and Safety Committee of each workplace will set testing 
frequency subsequent to the initial testing. Actual times and dates for 
testing will be generated by the testing provider without any pre-warning 
 284 Appendix A: AOD policy 
to visitors, contractors or employees. Adjustments in the testing 
frequency at each workplace shall not result in employees having a 
likelihood of being breath alcohol tested less than two times per year and 
tested for drugs once per year on average. Visitors and contractors will 
be included in the random testing conducted on-site. 
 
The frequency of testing of contractors in the workplace will also be set 
by the Workplace Health and Safety Committee; however, it shall not 
result in contractors being subjected to testing less than the minimum 
average frequency stated above. 
 
Note: Random testing may also be initiated by the Health and Safety 
Committee, where there is a concern of a high level of risk and may also 
be scheduled to coincide with community social events where it is likely 
that alcohol and other drug use may occur. 
 
11.3 Random Testing Selection  
The method of random testing selection is detailed in Flowchart 1 in 
appendix 2. This methodology satisfies the criteria of personnel having 
the likelihood of undergoing alcohol testing 4 times per year and the 
likelihood of undergoing drug testing twice per year. 
 
11.4 Overhaul Testing  
In conjunction with random testing, the majority of personnel assigned to 
work on overhauls will be tested as follows: 
 Within 72 hours of commencing work on the overhaul, and 
 Randomly during the progress of the overhaul. 
 
11.5 Testing for With Cause Incidents 
If an incident occurs in the workplace that a supervisor or health and 
safety advisor believes caused or could have caused serious injury or 
near miss to people and/or serious damage to plant and equipment (With 
Cause), the individual(s) involved should be tested as soon as 
practicable for alcohol and/or drug use by a collector.  Approval for „With 
Cause‟ testing shall be obtained by an OMT member for operational sites 
or by a General Manager for Brisbane prior to the testing occurring. The 
Manager Safety, Environment & People Services should be notified of 
any tests for „With Cause‟. 
 
The process for testing for with cause incidents is detailed in Flowchart 2 
in appendix 3. 
 
Any testing if undertaken will form part of the incident investigation 
process. 
 
11.6 Testing as a Result of Reasonable Suspicion 
The process for testing as a result of reasonable suspicion is detailed in 
Flowchart 3 in Appendix 4. All tests under reasonable suspicion must be 
authorised by an OMT member for operational sites and by a General 
Manager for Brisbane. The Manager Safety, Environment & People 
Services should be notified of any tests of reasonable suspicion.  
 
Appendix 1 lists typical symptoms displayed by a person impaired by 
alcohol or drugs. 
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In the event that it is not possible or practical for the individual in question 
to undertake testing, a supervisor will direct them not to perform any 
further work. The individual will remain in an area where he or she 
presents no safety risk to themselves or others until they can be tested.  
Alternatively, TE will make arrangements for their safe transport home 
(alternatively a suitable place of rest), including relocation of vehicle 
and/or return to site later. Misuse of reasonable suspicion testing will be 
treated as harassment. If a person is removed from duties as a result of 
testers/tests not being available, the person will not be disadvantaged. 
 
11.7 Voluntary Self-testing 
Breath-testing devices are provided at all TE sites to allow personnel to 
voluntarily self-test their breath alcohol content (BAC). Self-test drug and 
alcohol kits will be made available to employees and may be obtained 
through a health and safety advisor, workplace health and safety 
representative, occupational health nurse, union delegate, EAP, or 
directly from the drug and alcohol testing service provider, on a 
confidential basis. 
 
A person who obtains a BAC positive result or an unconfirmed result for 
other drugs in a voluntary self-test, is obligated not to commence or 
continue work. 
 
An employee who receives a BAC positive result or an unconfirmed 
result for other drugs in a voluntary self-test can contact their supervisor, 
health and safety advisor or occupational health nurse if he/she requires 
assistance with transport home or access to support and/or counselling 
services. 
 
An employee who cannot attend work because they are unfit for duty 
shall apply for appropriate leave (e.g. sick leave) in accordance with the 
relevant TE procedure or site industrial agreement. 
 
If a person self tests and their reading is greater than 0.00% but less 
than 0.05% and they wish to remain at work they should advise their 
supervisor of their reading and they may be given alternate duties.  
Personnel will not be disadvantaged and they will have the same options 
as those personnel with the same readings who are identified as part of 
the formal testing program.  
 
Results of an employee‟s voluntary self-test will not be recorded, and will 
not be used in any performance management process. Personnel are not 
required or obligated to divulge the result of any self tests. 
 
11.8 Pre-employment Testing 
Screening and detection protocols associated with the TE recruitment 
process are not subject to this procedure. For more information, refer to 
TE recruitment policy. 
 
11.9 Testing Instruments and Readings 
11.9.1 Alcohol 
Breath Alcohol Concentration (BAC) testing will be conducted using a 
breathalyser that meets the relevant current Australian Standard. 
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Equipment used for BAC testing must be calibrated in accordance with 
the relevant current Australian Standard.  
 
A BAC positive test will require a second test 20 minutes afterwards to 
confirm BAC. 
 
The second reading will be the official BAC level recorded and will be 
treated as a confirmatory test.   
 
Note: The second reading may not necessarily show a lower reading as 
the individual may still be in the absorptive phase with the blood alcohol 
concentration rising.  
 
11.9.2 Other Drugs 
On-site initial drug testing will be conducted through the collection and 
analysis of a saliva specimen using a saliva-testing device that meets the 
relevant current Australian Standard.  An unconfirmed positive saliva test 
result will require a confirmatory test, which involves laboratory 
confirmation testing, in accordance with industry best-practice.  
 
Testing may include, but is not limited to, screening for the following 
classes of drugs: 
 Amphetamines; 
 Methamphetamines; 
 Opiates; 
 Cannabis; and 
 Cocaine. 
 
Appendix 5 lists the drug types and cut-off levels screened to confirm a 
result as positive. 
 
All collection and transportation procedures will be in accordance with 
relevant current Australian Standard.  
 
If an individual returns an unconfirmed result to the initial on-site saliva 
drug test, the collector will obtain a second specimen including the 
referee sample. These samples will be secured, appropriately packaged 
and dispatched to the testing provider‟s laboratory.   
 
12.0 Test Results 
12.1 Test Results – Alcohol Testing 
An individual will return a positive test if the BAC reading is 0.05% or 
greater. Flowchart 4 in Appendix 7 details the approved actions to be 
taken for the possible alcohol test results.  
 
12.1.1  Negative Test Result to Alcohol 
When an individual returns an alcohol breath test of less than 0.05% the 
following applies: 
(a)  Persons who return a BAC reading of 0.00% will have a negative 
result and shall commence or return to normal duties, Visitors may be 
admitted to or may remain at the workplace. 
(b) Persons who return a BAC reading of greater than 0.00% but less 
than 0.05% will be deemed to have a negative result. A further test 
will be undertaken in 20 minutes to ascertain a reading and updated 
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BAC result. If this result is between 0.00% and 0.05% these persons 
shall in conjunction with their supervisor, review their work schedule 
for the day and put in place appropriate task controls to reduce the 
risk of injury to themselves or others while at the TE workplace.  
 
In the case of a visitor if their breath result is greater than 0.00% but less 
than 0.05% they may have their site access restricted or removed. 
 
In the case of a contractor the contractor‟s employer or the contractor‟s 
site representative shall be informed as soon as possible.  
 
If an employee or contractor is placed on restricted duties as a 
consequence of their result, a further test shall be conducted after a 
minimum of 30 minutes to ascertain their current status. If the BAC 
reading is 0.00% the employee or contractor will be permitted to return to 
their normal duties.   
 
If the employee or contractor has a BAC reading greater than 0.00% but 
less than 0.05% and suitable restricted duties are not available, they will 
be directed not to perform any further work.  They will then have two 
options: 
 Remain in an area where they present no safety risk to other persons 
at a workplace or the public until their BAC drops to 0.00%, or  
 Be offered transport by their employer to a suitable place of recovery 
or arrangements made by their employer for their safe transport from 
the workplace, including relocation of vehicle and/or return to site 
later. 
 
If a person is removed from duties or given alternate duties as a result of 
a negative test the person will not be disadvantaged. These results are 
not to be recorded and confidentiality shall be ensured at all times. Only 
those persons directly associated with the allocation of duties shall be 
informed of this and will treat this information as confidential and not 
passed to any other person.  
 
12.1.2  Positive Test Result to Alcohol  
 (Including Refusal to Undergo a Test or Leaving Site)  
A person will be treated as having a BAC positive test result when they: - 
 Return a BAC reading of 0.05% or greater; 
 Refuse to undergo a BAC test; or 
 Leave the workplace to avoid testing. 
 
This person will also be deemed to be unfit for work (in the case of a 
visitor this means access and entry to the workplace will not be 
permitted). In the interests of the welfare of the person and the public in 
general, TE will offer to provide its employees (alternative safe 
arrangements will be offered to contractors and visitors): 
 Transport home, or alternatively a suitable place of rest,  
 Where a TE employee‟s vehicle is located at the workplace TE will 
offer to transport the vehicle or provide return transport to site later. 
 
The person will also be advised that they should not drive with a BAC 
over their prescribed limit. 
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When a contractor returns a BAC Positive test result, the contractor‟s 
employer and/or the contractor‟s site representative shall be informed as 
soon as possible and a subsequent written report sent to the contractor‟s 
designated manager.  
 
Test Results – Drug Testing 
Flowchart 5 in Appendix 8 details the approved actions to be taken for 
the possible drug test results. 
 
12.2.1  Negative Result to the Initial On-site Test 
Persons who return a negative result to the saliva drug-screening test shall: 
 Commence or return to normal duties; or  
 If a visitor, be admitted to, or remain at the workplace. 
 
12.2.2  Unconfirmed Result to the Initial On-site Test 
If a person returns an unconfirmed result to an on-site initial saliva drug 
test, they are not permitted to enter or remain at the workplace and they 
shall be required to provide a second specimen to confirm the result. The 
collector will obtain the second specimen as soon as practicable after 
identifying an unconfirmed result in the initial on-site saliva drug test. The 
collector in accordance with the relevant current Australian Standard will 
take a referee specimen which may be obtained by splitting a single 
second specimen or by taking a third specimen. 
 
A chain-of-custody form is to be completed by the collector and the donor 
for all confirmatory and referee specimens that are dispatched by the 
collector. 
 
The confirmatory and referee specimens will be dispatched to the testing 
provider‟s laboratory for analysis in accordance with the relevant current 
Australian Standard. The collector shall ensure the confirmatory 
specimen is suitable for all required laboratory testing to be performed, 
including the provision of a separate referee specimen. The referee 
specimen is to be tested in the event of additional laboratory analysis 
being required or requested by the individual under appeal.  
 
The referee specimen will be stored in accordance with the relevant 
current Australian Standard, at the testing provider‟s laboratory and shall 
remain the property of the donor until the expiry of the appeal period or a 
lodged appeal has been settled. Following expiration of the appeal period 
(See Section 12.6), the referee specimen will be destroyed in 
accordance with the testing provider‟s operations manual and without 
reference to the donor or TE.  
 
A person who returns an unconfirmed positive result may have their 
access or attendance at a TE site refused.   
 
In the interests of the welfare of the person and the public in general, TE 
will offer to provide its employees (alternative safe arrangements will be 
offered to contractors and visitors): 
 Transport home, or alternatively a suitable place of rest, or 
 Where a TE employee‟s vehicle is located at the workplace TE will 
offer to transport the vehicle or provide return transport to site later. 
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The person will also be advised that they should not drive under the 
influence of drugs. 
 
For contractors, the relevant TE representative will liaise with the 
individual‟s employer regarding transport home. 
 
Any person who returns an unconfirmed result to an initial on-site test will 
be required to undergo a return to work test at the start of their next 
scheduled attendance.  If their result on this test is negative, the 
individual will be permitted to resume normal duties. 
 
12.3 Person Claims an Unconfirmed Result Due to Medication 
Any person with an unconfirmed Opiate result will be removed from the 
workplace. 
 
Associated with this unconfirmed Opiate result a person may obtain a 
Doctor‟s certificate for medical clearance stating they are fit for work. 
 
There will be return to work testing See Section 12.2.2. 
 
There is a concern that the procedure may cause unnecessary stand 
down of employees due to Codeine detection. If after 6 months from 
policy implementation this process proves to be impracticable the 
working party will meet to discuss and resolve the issue. 
 
12.4 Refused Test and/or Intentional Leaving of the Test Site at the Time of 
Testing 
Personnel who refuse to undergo drug testing stated in this procedure 
(initial screening, confirmatory or return to work) shall be treated as 
having returned a confirmed positive test result and the procedure for 
confirmed positive results of this procedure will apply.  TE will ensure that 
personnel fully understand the consequences of refusing to undertake a 
test and will be provided with appropriate advice. 
 
A person who, after being notified of their requirement to be tested, that 
intentionally leaves the TE workplace to avoid being tested, will be 
treated as having returned a confirmed positive test result.   
 
Contracting personnel or visitors who refuse testing or intentionally avoid 
testing may have their access to a TE workplace refused permanently.  
 
12.5 Tampering 
An employee who provides a substituted specimen or interfere with a 
saliva specimen in an attempt to prevent detection of a drug will be 
subject to disciplinary action.  
 
A contractor or visitor who attempts to substitute or tamper with a sample 
may have their access to a TE workplace refused permanently.  
 
Any employee, contractor or visitor under reasonable suspicion regarding 
the substitution of or tampering with a saliva specimen shall be removed 
from the workplace. The provision of a further specimen from the 
employee, contractor or visitor is required before entry to the workplace 
will be considered. 
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The donor and collector shall witness at all times the collection, and if 
applicable initial testing, until labelling and sealing of the specimen(s) is 
complete. 
 
The collector shall adopt an accepted process to ensure the risk of 
interference and adulteration of collected saliva specimen(s) is 
minimized. 
 
If the testing laboratory confirms the presence of an adulterated 
substance within the specimen, the specimen will be classified as invalid 
for further testing.  
 
12.6 Appeal of a Confirmed Positive Saliva Result 
If a person disputes a confirmed positive result, the person shall have a 
period of 14 days to appeal following receipt of written notification of the 
result.  
 
A written notice of appeal must indicate whether the person wishes to 
request that the testing provider or a different forensic standard testing 
provider test the referee specimen. 
 
An employee will not be disadvantaged until the final outcome of the 
appeal process is reached. If the referee specimen has been deemed 
invalid then the confirmatory result will be deemed invalid and treated as 
a negative result. 
 
Failure by the employee or their representative to lodge an appeal within 
the 14 day appeal period is considered to be the equivalent of no appeal 
being lodged.  
 
The referee specimen shall be analysed in accordance with the relevant 
current Australian Standard.  
 
The employee requesting confirmatory testing of the referee specimen 
shall meet the costs of the confirmatory test except where the referee 
specimen confirmatory test result is negative or invalid. TE will pay 
upfront the costs of testing in this instance with the employer to recover 
costs if the test is positive.  
 
A positive confirmatory test of the referee specimen will be treated in 
accordance with procedures for confirmed positive results (See Section 
14).  
 
A negative or invalid confirmatory test result for the referee specimen will 
be treated in accordance with procedures for confirmed negative result 
(See Section 13). 
 
12.7 Classification of Laboratory Confirmed Positive Results 
If the specimen returns a laboratory confirmed positive result to any of 
the drugs listed in Appendix 5 Table 2, the specimen is considered as a 
laboratory confirmed positive result and will be dealt with in accordance 
with procedures for confirmed positive results (See Section 14). 
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12.8 Tests Confirm the Presence of Morphine  
If the laboratory analysis confirms the presence of Morphine (in the 
absence of 6-acetylmorphine – i.e. indicator of Heroin) the person shall 
be required to provide proof within a reasonable timeframe that they hold 
a legitimate S8 Medical Prescription for the drug(s) in question. A 
Doctor‟s certificate for medical clearance stating the person is fit for work 
must be held. The person must be managed as part of the organisation‟s 
rehabilitation plan, which clearly specifies the duties they are able to 
perform. 
 
If the person fails to provide proof of an S8 Medical Prescription or the 
person does not have a current rehabilitation plan, the specimen will be 
considered positive and will be dealt with in accordance with procedures 
for confirmed positive results (See Section 14).  
 
Where the laboratory analysis confirms the presence of over the counter 
medication containing Codeine or Pseudoephedrine, no further action will 
be taken and test results will be considered negative in accordance with 
procedure for confirmed negative results (See Section 13). 
 
13.0 Procedures for Confirmed Negative Results 
Where a person obtains a confirmed negative result (at or below the target 
concentration following confirmatory testing) the following steps will apply: 
 
13.1 Employee 
If the laboratory analysis of the confirmatory saliva specimen returns a 
confirmed negative result, no notes or documentation will be placed on 
the employee‟s personnel file, and no deduction of leave or pay will occur 
and the employee will not be disadvantaged.   
 
13.2 Contractor 
If the laboratory analysis of the confirmatory saliva specimen returns a 
confirmed negative result, a copy of the report shall be sent to the 
contractor concerned, TE and the contractor‟s employer or the 
employer‟s representative on-site. 
 
13.3 Visitor  
If the laboratory analysis of the confirmatory saliva specimen returns a 
negative result, the visitor will be advised accordingly and will be 
permitted access to TE sites in accordance with usual practice. 
 
14.0 Management of Persons with a Confirmed Positive Result 
14.1 Confirmed Positive Results or Further Breach of the Drug and Alcohol 
Procedure – Employee 
Employees having confirmed positive results will be offered support as 
outlined in counselling and support (See Section 6) and following this, if 
required may be managed in accordance with TE‟s performance 
management policy and procedures. 
 
Refer to Managing Performance Policy (CORP-POL-54) Managing 
Performance Procedure (CORP-HRM-E3). 
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All employees will be provided with substantive, procedural fairness and 
natural justice. 
 
14.2 Confirmed Positive Result – Contractor‘s Employee 
A copy of the confirmed positive test report shall be sent to the contractor 
concerned, TE and the contractor‟s employer or the employer‟s 
representative on-site. 
 
The contractor will advise the TE representative of remedial action taken. 
 
The contractor may be required to show cause demonstrating why the 
contractor‟s employee should be allowed to return to the TE workplace. 
 
A contractor‟s employee who returns a second confirmed positive result 
within 12 months from the first confirmed positive test result may be 
refused access to the site at the discretion of the TE Manager Operations 
or the relevant General Manager. The contractor‟s employee may be 
refused access to any or all TE sites. 
 
At its discretion, TE may seek reimbursement of the costs incurred by TE 
from the contractor‟s employer for all testing subsequent to initial saliva 
drug screening test. 
 
14.3 Confirmed Positive Result – Visitor 
A record will be kept of the visitor‟s name and that person will be required 
to return a negative result before future access to the site may be 
granted.   
 
A visitor who returns a second confirmed positive result may be refused 
access to any or all TE sites at the discretion of TE.  
 
15.0 Application for Leave 
No deduction of pay or leave will occur until after the receipt of a confirmed 
positive result subject to the appeals process.  
 
Employees who are unable to work because they cannot comply with the 
conditions of this procedure shall apply for leave for time they are unable to 
work. 
 
Applications for leave will only be processed after the receipt of a confirmed 
positive result for drugs or a BAC Positive result.  The employee will nominate 
the leave type when the supervisor advises them of the test result. 
 
16.0 Further Information  
Further information or assistance (e.g. counselling service details, self test kits, 
drug fact sheets, health information) with this procedure can be obtained from 
your supervisor, health and safety advisor, rehabilitation and return to work co-
ordinator, occupational health nurse or union delegate.  
 
17.0 Audit and Review Process 
17.1 Review of Procedure 
The review of this procedure is to take place within at least 12 months of 
initial implementation (by no later than July 2009) to determine 
effectiveness, functionality, compliance to the requirements within and 
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other internally related documents/materials/practices using an auditing 
approach.   
 
The audit will incorporate:  
(1) A formal auditing tool;  
(2) Interviews with personnel; 
(3) A desktop audit of documentation and practices; and 
(4) Examination of internal systems (databases, safety records, 
investigations etc.). 
 
Following the initial review, each subsequent review will be undertaken 
no less frequently than once every 2 years.  
 
Special attention is to be made to the incident/accident reporting system 
and the alcohol and other drugs related questions within investigations 
and any subsequent actions/control measures/countermeasure 
introduced and the final outcome on personnel, practice and business 
parameters. 
 
Findings are to be documented and made available to all TE Personnel. 
Any changes to this procedure will require the Fitness for Work Working 
Party to reconvene and discuss before alterations are made.  Version 
control is to be applied. 
 
17.2 Audit and Review of Actual Performance 
Managers together with safety department personnel are to ensure that 
alcohol and other drugs risk control measures, incident reporting and 
response procedures are in place, followed and audited on a regular 
basis. 
 
17.3 Review of Incidents 
TE shall ensure that alcohol and other drugs related issues are 
considered in the investigation and reporting of incidents. 
 
18.0 Revision History 
Rev. No. Rev. Date Revision Description Written by Approved by  
0 19.06.2009 New Document Michael Joy Andrew Krotewicz 
     
     
     
     
     
 
19.0 References 
 Workplace Health and Safety Act 1995  
 Workplace Health and Safety Regulations 2008 
 Workplace Relations Act 1996 (Cth) 
 Privacy Act 1988 (Cth) 
 Traffic Act 1949 (Qld) 
 Australian Standard AS 4760-2006 “Procedures for specimen collection 
and the detection and quantitation of drugs of in oral fluids” 
 Australian Standard: AS 3547:1997 “Breath Alcohol Testing Devices for 
Personal Use” 
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 Queensland GOC Generators internal documentation  
 
Related Policies and Procedures include: 
 
Corporate Values and Code Of Ethics (Appendix 1 of  GOV-POL-01 Corporate 
Governance Policy) 
Employee Assistance Programme - CORP-POL-42 
Fair Treatment Policy PEO-POL-02 
Fair Treatment Procedure PEO-PROC-11  
Health and Safety Policy - OHS-POL-01 
Managing Performance CORP-POL-54 
Managing Performance Procedure - CORP-HRM-E3 
Program for Workplace Rehabilitation OHS-PROC-500 
Records Management Policy GOV-POL-06 
Special Conditions of Contract - Site Work Conditions at TPS & WPS.doc 
Security Classification of Records GOV-PROC-06 (under review) 
“THE ORGANISATION” HSE Booklet 
Workplace Rehabilitation Policy OHS-POL-02 
“THE ORGANISATION” Enterprise Bargaining Agreement, Certified 
Agreement 2006 
 
Observation of Person Suspected of Alcohol and/or Drug Use 
 
A person may be reasonably suspected of being ill or under the influence of alcohol 
and/or prescriptive or illegal drugs where the person is demonstrating one or more 
of the following physical symptoms or behaviours.  Employees displaying these 
symptoms may require medical treatment. Care shall be taken, as some of the 
symptoms outlined below are similar to those for the onset or occurrence of a heart 
attack, stroke or other illnesses.  Therefore, these symptoms are listed as a guide 
only as to symptoms that may be exhibited when a person may be affected by 
alcohol or other drugs.    
 
Physical Symptoms 
Flushing, dizziness 
Bloodshot eyes, dilated (enlarged) pupils 
Unclear judgement, confused 
Shakiness 
Uncoordinated movements 
Irregular breathing 
Slow reactions or hyperactivity 
Loss of memory 
Slurred speech 
Smells of alcohol 
Aggression, tension, depression 
Loss of inhibitions, tendency to laugh or talk more than usual 
Vomiting/unconsciousness 
Irrational behaviour – incl. hallucinations, anxiety, irritability, threatening manner 
Convulsions, trembling 
Increased sweating 
Sleepiness 
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AOD testing provider notifies Manager SEPS of date that they will be 
attending site for random testing. Sites include: TPS, WPS, TN, Brisbane 
& Kingaroy
RANDOM SELECTION PROCESS
Appropriate testing facilities are arranged and provided to allow for 
suitable and confidential testing at selected site.
Security will run the appropriate report for the 
relevant site. Note that each site has their own 
report. The report randomly selects people from 
the relevant site based on a 4 per year 
frequency for alcohol and a 2 per year 
frequency for other drugs
Manager SEPS will distribute the randomly 
selected names and allocated time slots to the 
relevant Co-ordinators & Managers, and will 
follow up to ensure Co-ordinators & Managers 
received the list.
Manager SEPS will allocate a time sheet 
indicating what time each randomly selected 
person is to attend the arranged facility for 
testing. Note that the times will be allocated as 
per the order of the randomly selected persons 
on the report.
Randomly selected person presents for testing at allocated time where they will be tested as per OHS-PROC-411
Relevant Co-ordinator or Manager will discretely 
inform the randomly selected individual of their 
requirement to attend the allocated facility for 
Alcohol or other Drugs testing and at what time 
they are required to attend. This notification this 
will only be given within 30 minutes of the 
allocated time slot.
Results will be acted on as per OHS-PROC-411
TPS Brisbane Office Kingaroy OfficeTN WPS
As the numbers of personnel (employees, 
contractors, visitors) on site at WPS and at 
Kingaroy office are low, all the personnel on site 
on the randomly selected date will be tested. 
This ensures the minimum frequency testing 
requirements are being met..
Manager SEPS will  
inform the Kingaroy 
Office staff of what 
time they are 
required for Drugs 
& / or Alcohol 
testing within 30 
minutes of the 
expected testing 
time
Choose Relevant Site
HR Brisbane will distribute 
the randomly selected 
names and allocated time 
slots to the relevant General 
Managers, who will in turn 
notify relevant personnel of 
their requirement to undergo 
testing. This notification will 
only be given within 30 
minutes of the allocated time 
slot.
HR Brisbane will allocate a 
time sheet indicating what 
time each randomly selected 
person is to attend the 
arranged facility for testing. 
Note that the times will be 
allocated as per the order of 
the randomly selected 
persons on the report
The names of all current 
Brisbane Office personnel 
(employee & contractor) will 
be compiled in a numbered 
list. 50 random numbers will 
be selected using an excel 
sheet. The corresponding 
names will be required for 
alcohol testing. A further 25 
numbers will be randomly 
selected and these 
corresponding names will  be 
required for drug testing. All 
visitors onsite at the time of 
random selection will also be 
put into a number list where 
1 number will be randomly 
selected for both alcohol 
testing and drug testing.
Note: 100 names 
(89 employees : 
10 contractors : 1 
visitor) are 
randomly selected 
for alcohol testing 
and 50 (44 
employees : 5 
contractors : 1 
visitor)  selected 
for drug testing
Note: 20 names 
(14 emp / SLA : 5 
contractors : 1 
visitor)  are 
randomly selected 
for alcohol testing 
and 10 (7 emp / 
SLA : 2 
contractors : 1 
visitor) selected 
for drug testing
  Only 4 dates will be randomly selected for 
testing at these sites. Two of the 4 randomly 
selected dates will be nominated by Manager 
SEPS as alcohol testing only.
Manager SEPS will  
inform the WPS 
Manager of his 
requirement for 
Drugs & / or 
Alcohol testing 
prior to the testing 
provider arriving on 
site. The WPS 
Manager will be the 
first person to be 
tested.
WPS Manager will 
develop a time 
sheet from the 
„who‟s in‟ register 
and will discretely 
inform each person 
within 30 minutes 
of testing that they 
are required to 
perform a drug & / 
or alcohol test.
 
Tables of Drug Types and Levels 
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TABLE 1:   
INITIAL ON-SITE TEST TARGET CONCENTRATIONS 
(Table 3.1 AS 4760-2006) 
Opiates (e.g. Morphine) 50 ng/ml 
Amphetamines 50 ng/ml 
Cannabinoid (THC) 25 ng/ml 
Cocaine 50 ng/ml 
 
TABLE 2:  
CONFIRMATORY TEST TARGET CONCENTRATIONS 
(Table 5.1 AS 4760-2006) 
Compound Target Concentration (ng/mL) 
Morphine 25 
Codeine 25 
6-Acetyl morphine 10 
Amphetamine 25 
Methylamphetamine 25 
Methylenedioxymethylamphetamine  25 
Methylenedioxyamphetamine 25 
∆9-tetrahydrocannabinol 10 
Cocaine  25 
Benzoylecgonine 25 
Ecgonine methyl ester 25 
 
NOTES: 
1. These targets represent the undiluted oral fluid concentration. 
2. For analytes not included in this Table, the laboratory shall select a target 
concentration as appropriate for oral fluid. 
 
 
TABLE 3: 
STREET NAMES ILLICIT DRUG USE 
CANNABIS 
Grass, marijuana, dope, weed, mull, herb, bucket, cone, joint, yandi, hooch, joint, 
pot, mary-jane, skunk, hydro 
ECSTASY 
XTC, E, eccy, pills, love, love drug, hug drug 
AMPHETAMINE 
Speed, fast, go fast, goey, G, uppers, wiz, pep, tabs, (In Qld the terms are often 
interchangeable with Methamphetamine) 
METHAMPHETAMINE 
Ice, meth, speed (in Qld most speed is methamphetamine), crystal meth, shabu, 
glass, base, oil 
HEROIN 
Smack, skag, H, hammer, slow, harry, homebake, horse, china, gear, junk 
 
 
Legislative Requirements (Information Only) 
 
Employees and others must ensure they comply with general and specific legal 
requirements related to the duties or positions they undertake. 
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In accordance with Section 16 of the Traffic Act 1949 (Qld), these requirements 
include, but are not limited to, the following: 
(a) for a person in charge of a bicycle, motor bike, buggy, all terrain vehicle or 
motor vehicle, a BAC of less than .05; 
(b) for a person who has not attained the age of 25 yrs, who is the holder of a 
provisional licence, a BAC of not more than zero (0);  
(c) for a person in charge of truck, bus, articulated motor vehicle, crane, vehicle 
carrying dangerous goods, elevating work platform, earth moving equipment, 
or forklift a BAC of not more than zero (0); and 
(d) for a person engaged in activities on the railway system, a BAC of not more 
than zero  
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Appendix D: Interview Questionnaire 
 
1. What was/is your role in the process of developing and implementing the 
AOD policy? 
2. Names will not be used when the data is collated and reported on, but do you 
wish to have your role made anonymous when I report on this data? 
3. What was your understanding of the context in which the policy was 
developed? 
4. Next set of questions is about how the policy was developed (alignment with 
best-practice guidelines)? 
a. What initiated the development of the AOD policy? 
b. Was there a seminal event which provided impetus for the 
development of the policy? 
c. Which ‗parties‘ needed to be considered (political considerations)? 
i. Do you think there were ‗winners‘ and ‗losers‘ of the policy, 
and how will this impact upon the success or otherwise of the 
policy? 
d. What level of consultation occurred? 
i. Which parties were involved, and how was this decision 
made? 
e. What information was used to inform the development of the 
programmes which form part of the policy, i.e., the educational and 
the AOD testing programmes? 
f. Do you think the policy is comprehensive and universally applied? 
g. How was the decision regarding AOD testing arrived at? 
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h. How was decision regarding the AOD educational programme arrived 
at? 
5. How was the policy delivered? 
a. How will it be publicised on an ongoing basis? 
b. What education and/or training were the employees exposed to? 
c. Were the changes gradual? 
6. What are the expected outcomes? 
a. Were there some components of the policy which were implemented 
better than others? 
b. Were there any unanticipated consequences of implementing the 
policy? 
7. Do you have anything else you would like to add? 
 
 
 
 
 
 
 
 
